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FOREWORD 


Douglas  C.  MacFarland,  Ph.D. 

Director,  Office  for  the  Blind  and  Visually  Handicapped 


We  have,  over  the  past  twenty  years,  demonstrated  the 
extremely  important  role  that  rehabilitation  centers  play  in 
the  total  rehabilitation  program.  We  have  laid  the  foundations. 
It  is  now  time  to  build  --  to  get  on  with  the  job  of  providing 
the  necessary  services  to  all  of  those  who  need  and  desire  them. 

The  National  Workshop  on  Rehabilitation  Centers  for  the 
Blind  held  in  St.  Louis  addressed  itself  to  current  pressing 
questions  and  problems.  We  have  barely  scratched  the  surface 
of  the  area  of  developing  special  centers  for  the  older  blind. 
Services  are  needed  for  individuals,  and  particularly  for  the 
older  ones,  on  an  out-patient  basis.  One  of  the  real  needs  is 
for  special  programs  geared  to  the  partially  sighted.  Serious 
attention  whould  be  given  to  the  area  of  technological  devices. 
Funding  is  extremely  important  in  determining  what  we  do,  how 
well  we  can  do  it,  and  what  clients  can  be  served. 

The  report  that  resulted  from  the  St.  Louis  Workshop 
reflects  current  thought  on  these  topics.  It  is  addressed  to 
rehabilitation  personnel  in  all  rehabilitation  centers.  It 
will  be  found  valuable,  as  well,  by  state  and  private  agencies 
that  refer  clients  to  the  centers  and  to  administrators  and 
staff  of  voluntary  and  state  organizations. 
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INTRODUCTION 


DEVELOPMENT  OF  REHABILITATION  CENTERS  FOR  THE  BLIND 


References  are  found  in  16th  century  studies  which  suggest 
ways  in  which  blind  persons  can  be  helped  to  lead  active  and 
constructive  lives.  A  sound  philosophy  of  rehabilitation  can  be 
found  in  writings  of  the  18th  and  19th  centuries.  Samuel  G.  Howe 
stated,  "It  should  be  a  cardinal  rule  in  the  education  of  blind 
people  to  keep  ever  in  view  the  fact  that  they  are  to  become 
members  of  general  society,  and  not  of  a  society  of  blind 
persons . " 

It  was,  however,  only  60  years  ago  that  the  world  first  saw 
the  development  of  an  organized  rehabilitation  center  for  blind 
people.  St.  Dunstan's  was  established  in  England  in  February 
1915,  to  serve  veterans  blinded  during  World  War  I. 

St.  Dunstan's  influenced  the  development  of  centers  else¬ 
where.  In  the  United  States,  the  first  rehabilitation  center 
for  blind  persons  was  established  in  Baltimore,  Maryland,  on 
November  15,  1917,  where  blinded  service  casualties  of  the  war 
were  first  admitted  in  April  of  1918.  Evergreen,  U.  S.  Army 
General  Hospital  No.  7,  was  thus  established  by  the  Surgeon 
General's  Office  as  the  "place  to  which  the  soldiers,  sailors, 
and  marines  are  sent  who  have  lost  their  sight  as  a  result  of 
the  war." 

While  the  U.  S.  Army  referred  to  Evergreen  as  both  a  hospi¬ 
tal  and  a  school,  its  description  states  that: 

The  aim  of  Evergreen  is  to  equip  the  blind  man  so  that 
upon  his  dismissal  from  the  service  of  the  United  States 
he  may  take  his  place  as  a  self-supporting,  self-respect¬ 
ing  individual  in  society  or  be  prepared  to  receive  fur¬ 
ther  instruction  under  the  guidance  and  at  the  expense 
of  the  Federal  Board  for  Vocational  Education. 

The  program  thoughtfully  encompassed  concepts  of  a  "period 
of  mental  adjustment  and  physical  readaptation"  intended  to: 

teach  the  blind  men  'how  to  be  blind;’  to  teach  them 
that,  though  blind,  they  are  still  normal  men;  to  im¬ 
press  upon  them  the  importance  of  observing  the  usual 
conventions  of  life;  the  necessity  for  strictly  living 
up  to  the  rules  of  personal  hygiene,  of  advantages  ac¬ 
cruing  from  association  with  normal  people;  to  afford 


them  an  opportunity  to  develop  latent  senses  so  that, 

in  a  large  measure,  these  may  be  substituted  for  the 

lost  sight. 

A  unit  of  the  Red  Cross  was  established  adjacent  to  Evergreen 
as  a  link  between  the  rehabilitation  facility  and  the  veterans' 
families.  With  fewer  blinded  veterans  remaining  to  need  its  ser¬ 
vices,  Evergreen  was  closed  in  1925.  During  its  existence,  it 
had  stimulated  much  discussion  and  speculation  about  the  need  for 
either  a  national  center  or  a  group  of  regional  centers  through 
which  blind  persons  could  receive  assistance  with  their  problems 
of  adjustment.  No  significant  advances  were  made  until  1942,  dur¬ 
ing  another  crisis  of  war.  However,  the  Minnesota  School  for  the 
Blind  and  the  Iowa  School  for  the  Blind  conducted  "social  adjust¬ 
ment  programs"  for  the  visually  impaired  during  summer  periods. 

In  1943,  two  veterans'  hospitals  were  designated  to  provide 
rehabilitation  services  to  blinded  servicemen.  A  rehabilitation 
program  for  all  blinded  veterans  was  established  by  presidential 
order  at  Avon  Old  Farms  School  at  Avon,  Connecticut,  in  1944, 
where  it  was  continued  for  three  years.  The  Veterans  Administra¬ 
tion  assumed  the  responsibility  for  social  adjustment  training 
of  blinded  servicemen,  and  the  transfer  of  responsibility  took 
effect,  by  presidential  order,  on  July  1,  1947.  The  Veterans 
Administration  Hospital  at  Hines,  Illinois,  was  chosen  for  this 
central  physical  medicine  and  rehabilitation  unit,  and  the  first 
rehabilitation  centers  for  civilian  blinded  people  were  estab¬ 
lished  in  1945. 

Between  1945  and  1950  at  least  thirty  agencies,  both  public 
and  private,  claimed  to  be  operating  rehabilitation  centers. 
However,  because  of  the  great  divergence  in  programming,  the 
first  national  conference  on  rehabilitation  centers  was  not  held 
until  1951.  Jointly  sponsored  by  the  Office  of  Vocational  Reha¬ 
bilitation  and  the  American  Foundation  for  the  Blind,  the  confer¬ 
ence  was  entitled  "Adjustment  Centers  for  the  Blind  --  Spring 
Mill  Conference  1951."  The  areas  of  service  discussed  during  the 
conference  were: 

A.  Organizing  an  adjustment  center  for  blind  people 

B.  Adjustment  center  program 

1.  Dynamic  staff-client  relationships 

C.  Travel  techniques 

D.  Demands  of  daily  living 

E.  Use  of  basic  abilities  by  the  blind 

F.  Case  recording 

G.  Terminology 
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The  second  national  conference,  again  jointly  sponsored  by 
the  new  Federal  Office  and  the  AFB,  was  held  in  1956  and  is  known 
as  the  ’’New  Orleans  Seminar  --  Rehabilitation  Centers  for  the 
Blind."  This  seminar  dealt  with  six  major  areas: 


A.  Potential  need  for  service 

B.  Center  program 

C.  Personnel 

D.  Physical  plant 

E.  Finance  and  budget 

F.  Interpretation  of  the  total  concept. 


The  third  national  conference,  jointly  sponsored  by  the 
Federal  Office  and  the  American  Foundation  for  the  Blind,  took 
place  in  1960  and  was  entitled  "Conference  of  Administrators  of 
Rehabilitation  Centers  for  Blind  Persons."  From  this  conference 
came  two  major  recommendations: 

A.  To  develop  an  annual  reporting  system  for  the  U.  S. 

Office  of  Vocational  Rehabilitation. 

B.  To  make  a  follow-up  survey  involving  the  following 

areas : 

1.  The  different  philosophies  which  exist  in  reha¬ 
bilitation  centers  and  the  influence  these  phi¬ 
losophies  have  on  service  to  clients. 

2.  Evaluation  of  objects,  quality  and  content  of 
all  programs. 

3.  Follow-up  of  clients  after  center  attendance. 

4.  The  extent  of  personnel  .policies  and  use. 

5.  Evaluation  of  staff  competencies  ideally  and  in 
practice . 

6.  Problem  of  plant  and  equipment. 

7.  Finance  and  budget. 

In  1965,  as  part  of  the  Commission  on  Standards  and  Accred¬ 
itation  of  Services  for  the  Blind,  a  fourth  national  meeting  was 
held  in  Chicago,  Illinois.  This  meeting  was  convened  to  review 
the  standards  which  had  been  developed  by  a  committee  on  Reha¬ 
bilitation  Centers  as  a  part  of  Comstac.  In  order  to  have  con¬ 
tinuous  evaluation  of  rehabilitation  center  services,  there  must 
be  provision  for  national  workshops  to  be  conducted  at  appropri¬ 
ate  intervals. 
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THE  PURPOSE  OF  THE  ST.  LOUIS  MEETING 


There  have  been  many  developments  and  changes  of  far-reaching 
effect  in  work  with  the  visually  impaired  in  recent  years.  A 
national  workshop,  drawing  on  the  experience  of  authorities  in  the 
field,  was  considered  to  be  essential  at  this  time.  Accordingly, 
the  National  Workshop  on  Rehabilitation  Centers  for  the  Visually 
Impaired  held  in  St.  Louis  was  organized  to  address  itself  to  the 
principal  problems.  The  following  changes  were  noted  to  be  parti¬ 
cularly  necessary  for  consideration: 


1 .  Changes  in  the  Population  of  Blind  Persons. 

The  general  population  served  by  the  rehabilitation  centers 
has  changed  radically  since  the  earlier  facilities  were  developed. 
The  first  centers  had  served  those  visually  impaired  clients  who 
possessed  vocational  potential.  Today  centers  are  expected  to 
serve  persons  with  additional  handicapping  conditions  and  who  en¬ 
compass  a  wide  age  span.  The  aging,  the  youth  who  plan  college 
careers,  and  the  multiply  handicapped  all  have  different  expecta¬ 
tions  and  requirements  of  a  rehabilitation  program. 


2 .  Changes  in  Patterns  of  Financing. 

The  pattern  of  financing  rehabilitation  centers  has  also 
changed.  For  many  years,  centers  depended  on  funds  obtained 
either  from  state  agencies  in  the  form  of  direct  budgeting  for 
state  programs  or  through  the  purchase  of  services  from  voluntary 
rehabilitation  centers.  At  present,  public  rehabilitation  centers 
receive  funding  from  the  parent  budgeting  source  as  well  as  con¬ 
struction  funds  from  federally  funded  programs. 

Voluntary  rehabilitation  centers  are  also  eligible  for  con¬ 
struction  funds  under  the  same  federally  funded  program  but,  in 
addition,  voluntary  rehabilitation  centers  can  receive  funds  from 
revenue  sharing,  direct  funding  programs,  and  clients  wishing  to 
purchase  rehabilitative  services. 

In  addition,  both  public  and  private  programs  are  eligible 
for  academic  personnel  funding  from  Adult  Basic  Education  programs. 


3 .  The  Necessity  for  Accountability  and  Client  Preparation. 

Responsibility  is  required  of  the  rehabilitation  center  for 
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accountability  for  services  rendered  to  the  client  and  for  the 
funds  used  in  the  disposition  of  such  services.  Client  partici¬ 
pation  should  be  expected  in  programming.  These  are  elements  of 
service  which  are  needed  and  which  are,  in  some  instances,  re¬ 
quired  of  the  center. 

When  a  client  is  either  undergoing  rehabilitation  or  has 
completed  the  program,  the  administration  is  responsible  for  the 
accounting  of  the  services  provided  to  the  client.  If  the  client 
does  not  respond  to  the  services,  sufficient  indication  must  be 
given  to  account  for  his  inability  to  respond  positively. 

Client  involvement  in  designing  his  own  schedule  is  a  famil¬ 
iar  trend.  The  client  involved  participates  in  staffings  and  ex¬ 
presses  his  own  opinions  regarding  his  scheduled  activities. 


4 .  Advances  in  Technology. 

There  have  been  notable  technological  advances  in  some  of 
the  services  provided  in  rehabilitation  centers  during  the  last 
ten  years.  Electronic  developments  have  been  used  in  the  areas 
of  orientation  and  mobility  and  in  communication  skills.  Many 
of  the  new  instruments,  still  in  the  testing  stage,  will  need  to 
be  redesigned  or  adapted  for  use  before  they  are  fully  and  suc¬ 
cessfully  functional.  However,  some  have  reached  a  level  of 
development  to  be  tried  by  clients.  The  potential  of  the  new 
devices  is  only  incompletely  understood  at  this  time,  and  center 
staff  should  remain  flexible  in  willingness  to  consider  possible 
applications . 


5 .  Advances  in  Theories  of  Sensory  Training. 

Some  rehabilitation  centers  are  just  beginning  to  give  at¬ 
tention  to  the  very  important  area  of  sensory  training.  The 
maximum  use  of  the  remaining  senses,  such  as  hearing  or  touch, 
is  newly  being  considered  as  a  regular  service  element.  Sensory 
training  has  been  so  neglected  that  much  exploration  in  this  area 
needs  to  be  done. 


6 .  Diagnosis  and  Extended  Evaluation. 

Diagnosis  and  extended  evaluation  of  the  client’s  needs  of¬ 
ten  precedes  the  client's  enrollment  in  a  rehabilitation  center. 
They  enable  the  client  and  the  staff  of  the  center  to  understand 
better  the  needs  and  potentials  of  the  client.  Extended 
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evaluation  allows  both  client  and  center  an  18  month  period  in 
which  to  explore  various  rehabilitation  opportunities  for  pos¬ 
sible  employment. 


7 .  Utilization  of  Other  Disciplines. 

There  have  been  positive  changes  in  the  composition  of  the 
staffs  of  rehabilitation  centers.  Administrators  now  generally 
recognize  that  home  economists,  occupational  therapists,  physical 
therapists,  speech  therapists,  and  members  of  similar  professions, 
although  not  entirely  trained  to  serve  blind  people,  can  easily 
be  trained  through  inservice  training  programs  and  become  an  im¬ 
portant  part  of  the  programs  devised  to  meet  the  many  needs  of  the 
blind  client. 


8 .  Work  Evaluation. 

Work  evaluation  units  in  rehabilitation  centers  are  becoming 
a  recognized  part  of  center  programs.  Through  use  of  scientifi¬ 
cally  developed  instruments,  work  evaluation  programs  are  one 
avenue  through  which  a  blind  person  may  be  offered  the  opportuni¬ 
ty  to  learn  what  his  vocational  potential  is. 


9 .  The  Neglected  Consumer. 

Although  there  are  many  blind  people  receiving  service  through 
rehabilitation  centers,  some  sections  of  the  blind  population  still 
obtain  little  attention.  The  severely  multiply  handicapped  blind 
person  who  has  little  or  no  work  potential  has  the  least  chance 
of  receiving  services.  This  is  also  true  of  aging  blind  people. 
Both  of  these  populations  need  services,  whether  they  are  provided 
in  specialized  centers  or  in  previously  established  programs. 


10 .  Low  Vision  Services. 

Since  many  blind  persons  have  residual  vision,  the  provision 
of  optical  aids  is,  in  some  instances,  considered  as  part  of  reha¬ 
bilitation  center  services.  In  addition  to  the  services  of  oph¬ 
thalmologists  and  optometrists,  training  in  the  use  of  an  appro¬ 
priate  aid  before  participation  in  center  programming  and  follow¬ 
up  to  ensure  proper  use  of  the  device  are  part  of  the  center  ser¬ 
vice  . 
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PROCEDURE 


A  three-day  meeting  could  not,  of  course,  deal  substantively 
with  all  the  changes  that  have  taken  place  within  the  last  ten 
years.  For  this  reason,  the  National  Advisory  Committee  selected 
the  areas  for  deliberation  that  were  felt  to  provide  best  a  basis 
for  solving  the  principal  problems  during  the  next  few  years.  The 
committee  first  met  in  March  of  1974  to  develop  plans  for  the 
working  conference.  Task  forces,  each  consisting  of  five  members, 
were  assigned  to  cover  the  following  areas: 

A.  Definition  of  a  Rehabilitation  Center 

B.  Staff  Development 

C.  Curriculum  in  Rehabilitation  Centers 

D.  Clients  and  Services 

E.  Program  Evaluation 

F.  Funding  and  Purchase  of  Services 

G.  Standards. 

The  members  of  each  task  force  wrote  papers  on  selected  top¬ 
ics  within  their  assigned  subject  area.  The  papers  were  then 
distributed  to  all  members  of  each  task  force  for  review  and  com¬ 
ment,  and  the  revised  papers  were  then  redistributed.  All  task 
force  members,  with  the  project  director,  coordinators,  consul¬ 
tants,  and  observers  from  several  consumer  groups,  met  in  St. 

Louis  for  the  conference  held  in  May.  Each  paper  was  further  re¬ 
vised  in  work  sessions  of  each  task  .force.  The  resulting  papers 
were  read  to  the  assembled  conference,  where' suggestions  were  not¬ 
ed  and  incorporated  at  additional  meetings  of  the  separate  task 
forces.  The  final  papers  were  read  to  the  whole  group  again  be¬ 
fore  adjourning  and  further  revisions  were  made  and  approved.  The 
resulting  papers  were  then  turned  over  to  the  project  director  and 
the  rough  edited  draft  was  sent  for  review  to  the  participants. 
Further  suggestions  and  additional  material  were  incorporated  into 
the  final  publication. 

The  Workshop  was  jointly  sponsored  by  the  Rehabilitation 
Services  Administration  and  the  American  Foundation  for  the  Blind. 


I.  THE  REHABILITATION  CENTER  FOR  THE  VISUALLY  IMPAIRED 

A.  Definition.  Rehabilitation  centers  for  the  blind*  are 


^Wherever  "blind”  is  used  in  the  text,  it  should  be  understood  to 
refer  to  the  "blind  and  visually  impaired." 
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specific  physical  facilities  having  time-bound  programs  or  ser¬ 
vices  which  recognize  that  the  social,  psychological,  and  vocational 
problems  caused  by  vision  impairment  are  interrelated  and  are  best 
dealt  with  in  a  coordinated  multi-disciplinary  fashion  designed  to 
meet  the  individual  needs  of  each  client. 

The  kinds  of  services  offered  by  the  rehabilitation  center 
are  communications  skills,  necessary  medical  services,  orientation 
and  mobility,  personal  management,  psychological  services  (testing 
and  evaluation),  recreational  services,  social  work,  and  vocational 
services  (evaluation  and  work  adjustment). 

These  are  the  basic  components  of  all  rehabilitation  center 
programs.  Some  center  programs  do,  however,  have  such  additional 
services  as  sensory  training  (training  in  the  use  of  remaining 
senses  so  that  the  blind  person  can  develop  maximal  skill  in  mo¬ 
bility,  personal  management,  communications),  low  vision  services 
(training  in  the  use  of  adequately  prescribed  low  vision  aids) ,  and 
training  in  the  use  of  sensory  aids  (mobility,  communications,  ed¬ 
ucational  and  vocational  aids). 


B.  Structure .  Rehabilitation  centers  differ  in  their  organi¬ 
zation  of  the  delivery  of  the  services  they  provide.  They  differ 
in  administration:  Some  have  a  parent  agency  that  administers  the 
center  (i.e.,  a  state  agency  administers,  among  other  duties,  a 
rehabilitation  center)  ;  other  rehabilitation  centers  are  the  whole 
organization . 

Some  centers  have  open-ended  programs  which  clients  can  enter 
at  any  time.  They  complete  the  course  offered  when  they  have  mas¬ 
tered  the  program,  without  regard  to  a  specific  length  of  time. 

Some  have  programs  which  can  be  entered  at  any  point,  but  the  cli¬ 
ent  must  spend  a  specific  period  of  time,  for  example  16  weeks, 
in  the  program.  Other  rehabilitation  centers  operate  on  a  fixed- 
term  basis:  All  clients  enter  and  leave  the  program  at  the  same 
time.  Although  there  is  some  disagreement  with  these  various  ap¬ 
proaches,  centers  have  demonstrated  the  workability  of  each,  and 
there  is  sufficient  flexibility  in  the  approaches  to  permit  the 
needs  of  the  client  to  be  met. 

Accountability  and  commitment  to  the  highest  quality  of 
services  make  it  imperative,  and  for  legal  reasons  mandatory, 
that  rehabilitation  centers  be  organized  and  administered  in 
accordance  with  nationally  recognized,  prescribed,  and  accepted 
standards  of  management  and  accounting. 
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1 .  Free-Standing  and  Non-Free-Standing  Services.  Some 
rehabilitation  centers  are  £ree-s tanding ,  that- is ,  they  are  phy¬ 
sically  separate  without  any  other  service  element  (such  as  a 
workshop)  on  the  premises.  Some  free-standing  rehabilitation 
centers  are  complete  entities  in  themselves;  others  have  a 
parent  agency  located  at  another  site. 

Non- free-standing  rehabilitation  centers  are  units  within 
an  organization  that  has  other  programs.  They  share  a  physical 
facilities  unit  with  these  other  services. 


2.  General  and  Specialized  Centers.  Rehabilitation 
centers  that  serve  blind  people  provide  services,  depending  on 
their  charters,  to  a  broad  population  or  a  very  narrowly  defined 
one.  Some  rehabilitation  centers  that  serve  people  with  many 
different  disabilities  have  defined  units  for  blind  persons  that 
provide  services  and  employstaff  to  meet  the  unique  needs,  such 
as  for  mobility  training,  of  blind  persons.  These  are  commonly 
called  general  rehabilitation  centers. 

Some  rehabilitation  centers  serve  blind  people  only  and 
employ  staff  to  meet  all  the  needs  of  the  clients.  These  could 
be  called  rehabilitation  centers  for  the  blind. 

Recently  there  has  been  a  movement  toward  "specialized" 
rehabilitation  centers  for  the  blind,  that  is,  those  that  serve 
only  a  specific  population  of  blind  persons,  such  as  the  deaf- 
blind  or  the  aging.  Some  thought  is  being  given  at  present  to 
the  question  of  whether  a  need  exists  for  rehabilitation  centers 
that  specifically  serve  blind  persons  with  a  second  disability 
other  than  deafness  and  aging. 

There  are  also  questions  concerning  the  programming  strengths 
and  weaknesses  of  rehabilitation  centers  for  all  blind  persons  and 
those  serving  specific  groups  of  blind  people.  These  questions 
deserve  serious  examination  since  it  is  estimated  that  at  least 
60%  of  the  blind  population  in  rehabilitation  centers  have  a  sec¬ 
ond  disability  (diabetes,  alcoholism,  deafness,  age,  cerebral  pal¬ 
sy,  multiple  sclerosis,  muscular  dystrophy,  retardation,  etc.) 

The  advantages  and  disadvantages  of  a  specialized  rehabili¬ 
tation  center  for  blind  persons  with  a  second  disability  are: 

Advantages 

1.  The  clients  are  a  homogeneous  group. 

2.  Grouping  and  scheduling  of  clients  according  to  their  functional 
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ability  may  be  easier  in  a  setting  in  which  there  are  many 
common  characteristics  among  the  group  members. 

3.  The  specialized  center  program  can  be  structured  to  allow  for 
more  universal  participation  in  activities  than  is  possible 
in  the  generalized  center. 

4.  Staff  are  trained  to  meet  the  particular  needs  of  blindness 
and  the  secondary  disability. 


Disadvantages 

1.  The  costs  are  higher. 

2.  Staff  working  exclusively  with  multiply  handicapped  clients 
sometimes  become  frustrated  and  discouraged  by  the  low  achieve¬ 
ment  level. 

3.  The  multiply  handicapped  clients,  in  turn,  may  become  frustra¬ 
ted  in  a  specialized  setting,  feeling  that  it  is  depressing  to 
associate,  work,  and  live  only  with  persons  functioning  at 
their  own  level. 

4.  The  progress  of  such  clients  is  generally  slow  and  achievement 
is  minimal  in  relation  to  the  effort  expanded. 


The  advantages  of  a  rehabilitation  center  for  the  blind  for 

a  client  with  a  second  disability  are: 

Advantages 

1.  Costs  are  lower. 

2.  Both  staff  and  services  tend  to  be  broader  because  a  larger 
population  base  is  served. 

3.  Most  requirements  could  be  met  by  modifying  and  adapting 
programs  and  services  within  the  framework  of  a  general 
rehabilitation  center  for  the  blind. 

4.  Staff  can  derive  greater  satisfaction  from  working  with 
the  multiply  handicapped  when  they  also  work  with  other 
populations . 

5.  There  is  a  positive,  if  intangible,  effect  when  the  blind 
person  with  a  second  disability  participates  in  a  program 
with  blind  persons  who  do  not  have  a  secondary  disability. 


Disadvantages 

1.  The  special  needs  of  a  blind  person  with  a  second  disability 
are  sometimes  given  short  shrift  when  he  is  a  minority  in  a 
program. 
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2.  Since  a  blind  person  with  a  second  disability  may  make  slower 
progress  than  other  clients,  he  may  become  discouraged  to  the 
point  where  he  loses  motivation. 

3.  The  rehabilitation  center  that  serves  al1  blind  persons  may 
have  to  send  the  blind  client  with  a  second  disability  to 
another  community  resource  for  certain  services,  for  example, 
for  speech  therapy  and  gait  training. 


C .  Goals  of  Rehabilitation  Center  Services  and  Programs. 
The  basic  concepts  of  rehabilitation  programs  are  still  promul- 
gated  by  the  Spring  Mill  Conference  of  1951.  These  include: 

1.  ’’acceptance  of  blindness." 

2.  efficient  use  of  specialized  tools  and  techniques. 

3.  achievement  of  self-support  through  work. 

4.  meeting  everyday  practical  problems. 

5.  coping  with  human  problems. 

It  is  the  basic  objective  of  the  rehabilitation  center  to 
offer  the  means : 

1.  For  comprehensive  assessment  of  the  client’s  overall 
performance,  considered  from  a  physical,  personal, 
social,  vocational,  and  intellectual  standpoint. 

2.  To  bring  about  intellectual  and  emotional  acceptance 
of  the  realities  of  blindness  and  the  need  to  make 
adaptations  and  develop  skills  necessary  for  meeting 
the  related  problems. 

3.  To  develop  skills  necessary  to  meet  the  demands  of 
daily  living,  communication  with  self  and  others, 
independent  mobility,  and,  in  general,  to  manage 
blindness  as  a  condition  of  life  by  whatever  means 
are  deemed  appropriate,  including  effective  use  of 
aids  and  appliances. 

4.  To  relearn  and  become  proficient  at  accomplishing 
tasks  made  unfamiliar  by  blindness  and  to  achieve 
this  in  an  organized  way,  making  use  of  a  body  of 
knowledge  accumulated  from  the  experience  of  many 
persons  who  have  successfully  faced  such  problems. 

5.  To  afford  the  possibility  of  vocational  training 
where  appropriate  for  the  client,  in  selected  areas. 
While  vocational  training  is  not  to  be  regarded  as 

a  major  or  essential  service,  it  should  be  acknow¬ 
ledged  as  part  of  the  center  activity  within  some 
agencies  or  as  an  ancillary,  collateral,  or  post~ 
center  service  in  others. 
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D.  Standards  and  Accountability.  In  order  to  assure  servi¬ 
ces  of  optimum  quality  to  the  client,  rehabilitation  centers  must 
be  familiar  with  such  widely  accepted  standards  as  those  estab¬ 
lished  by  the  National  Accreditation  Council  for  Agencies  Serving 
the  Blind  and  Visually  Handicapped  (NAC)  and  the  Commission  on 
Accreditation  of  Rehabilitation  Facilities  (CARF) ,  as  well  as 
with  criteria  that  apply  to  facilities  offering  specialized  ser¬ 
vices  . 


These  basically  sound  standards  should  be  reviewed  to  deter¬ 
mine  their  continued  relevance.  Extensive  changes  have  taken 
place  since  they  were  established.  The  range  of  impairments  and 
age  distribution  of  client  population  have  changed.  There  is  a 
greater  variety  of  kinds  of  service  available  as  a  result  of 
technological  developments,  notably  in  the  field  of  low  vision 
services  and  with  mobility  and  communications  equipment. 

The  rehabilitation  center  has  the  responsibility  of  deter¬ 
mining  and  enforcing  the  standards  by  which  it  operates.  Reha¬ 
bilitation  is  expensive,  but  to  be  effective,  standards  must  be 
kept  high.  Because  of  the  limited  number  of  persons  who  are 
blind  and  can  draw  attention  to  their  needs,  the  federal  govern¬ 
ment  or  some  central  governing  board  must  assume  a  more  responsive 
role  to  assure  the  quality  control  needed  in  the  rehabilitation/ 
habilitation  process.  Observations  and  past  experience  indicate 
that,  without  such  control,  the  rights  of  both  the  consumer  and 
taxpayer  are  infringed  upon  and  quality  services  are  not  uniformly 
available . 

The  rehabilitation  center  has  two  important  areas  of  account¬ 
ability:  it  is  accountable  to  the  client  for  providing  the  servi¬ 
ces  it  has  promised;  and  it  is  responsible  for  the  governing  of 
the  finances  which  will  make  possible  the  most  effective  implemen¬ 
tation  of  those  services. 

Program  objectives  must  be  set  realistically,  keeping  in  mind 
the  client’s  ability  to  achieve  the  goals  that  have  been  set  and 
his  interest  in  them.  Once  it  has  been  established  that  the  set 
objectives  are  both  credible  and  possible,  it  is  the  responsibility 
of  the  center  to  see  to  it  that  the  services  are  in  fact  delivered. 
This  accountability  is  held  by  the  governing  board,  administration, 
and  service  personnel  of  the  facility. 


E.  Program  Evaluation.  The  technique  of  program  evaluation 
is  an  effective  means  of  responding  to  the  demands  for  accounta¬ 
bility  expressed  by  consumers  and  funding  sources.  Originally 
adapted  from  industry  and  government,  its  importance  was  recog¬ 
nized  by  the  Rehabilitation  Amendments  of  1974.  While  the  tech¬ 
nique  is  still  new  to  most  organizations,  its  use  has  increased 
rapidly  during  the  past  several  years. 
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Possible  benefits  of  program  evaluation  for  the  rehabilita¬ 
tion  center  are  listed  by  CARF.  These  include: 

1.  The  possibility  of  improved  and  more  efficient 
services  which  will  benefit  both  the  client  and 
the  supporting  community,  with  better  results 
obtained  for  the  same  or  less  expenditure  of  funds. 

2.  Increased  funding  potential.  The  agency  that  can 
demonstrate  a  creditable  record  will  have  a  better 
opportunity  to  obtain  support. 

3.  The  clarification  of  goals  and  objectives  and  the 
evaluation  of  the  success  obtained  can  motivate 
staff  and  board  members  with  the  resulting  increase 
in  the  creativity  and  contributions  by  both. 

An  effective  program  evaluation  should  include  at  least  the 
following  elements: 

1.  statement  of  goals.  Initial  input  should  be  provided 
by  administration  with  subsequent  staff  and  client 
input . 

2.  set  concrete  objectives  for  actual  situations  with 
measureable  outcomes. 

3.  a  system  for  periodic  review.  Program  modifications 
can  be  made  as  necessary  at  these  intervals. 

4.  review  of  results. 

The  key  person  in  program  evaluation  is  often  the  program 
director,  whose  position  most  naturally  permits  consolidating 
the  contributions  of  reassuring  staff  members.  It  involves  the 
participation  of  purchasers  of  services  and  the  blind  persons  who 
are  served.  Long-term  outcomes  and  effects  should  be  measured 
through  follow-up  studies  and  related  to  input  at  the  point  of 
initial  program  involvement. 

Comparison  of  data  with  other  centers  is  valuable.  However, 
it  is  important  to  guard  against  quantifying  data  to  the  extent 
that  quality  of  service  mav  suffer.  Comparison  with  other  pro¬ 
grams  and  use  of  other  research  methods  tend  to  stress  numbers 
and  the  value  of  in-depth  quality  achieved  with  a  few  clients  may 
be  lost  in  the  process. 

Program  evaluation  is  of  greatest  value  to  the  center  that 
is  willing  to  recognize  the  results  for  good  or  bad  and  be  will¬ 
ing  to  make  changes  when  it  is  indicated  that  these  would  benefit 
the  clients. 
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The  Client  Outcome  Measure ,  a  series  of  carefully  delineated 
five-point  scales,  represents  one  example  of  material  that  could 
be  adapted  for  rehabilitation  center  use.  The  criteria  represent 
knowledge,  skills,  and  attitudes  which  might  be  called  dimensions 
of  possible  change  for  the  client.  The  forms  attempt  to  measure 
the  effectiveness  of  the  program  for  each  client  through  four 
steps  : 

1.  The  client,  referring  counselor,  and  facility  agree 
upon  goals  when  the  client  enters  the  facility,  with 
intermediate  objectives  set  and  amended  as  the  client 
progresses  in  the  program.  Criteria  are  set  at  this 
point . 

2.  The  Outcome  Measure  Form  is  filled  out  when  the  client 
enters  the  center.  It  indicates  the  client’s  entering 
status  on  a  number  of  skills  and  attitudes. 

3.  When  the  client's  program  at  the  center  has  been  com¬ 
pleted,  or  at  any  designated  point  prior  to  completion 
the  Outcome  Measure  Form  is  again  filled  out  to  review 
the  client's  status  on  these  same  dimensions. 

4.  The  effectiveness  of  the  program  can  be  described  in 
terms  of  the  difference  between  Steps  2  and  3,  evalua¬ 
ted  against  Step  1. 

The  scales  cover  vocational  maturity,  vocational  functioning, 
and  interpersonal  maturity.  The  client's  progress  is  measured  by 
the  amount  of  desirable  change  noted  in  comparison  of  the  first 
form  to  the  last. 

Any  regular  case  review  will  accomplish  some  degree  of 
measurement  of  program  effectiveness.  The  reviewers  must  first 
examine  the  client's  needs,  problems,  or  difficulties,  taking  into 
consideration  the  viewpoints  of  the  client,  referring  counselor, 
and  facility  staff.  The  services  provided  will  then  be  examined 
to  determine  if  they  most  effectively  meet  the  needs,  resolve  the 
problems,  or  minimize  the  difficulties  of  the  client.  The  judg¬ 
ments  of  an  experienced  consultant  in  appropriate  areas  or  the 
NAC  accreditation  self-study  may  be  of  additional  use  in  such 
evaluations . 

Evaluation  procedures  that  place  less  emphasis  on  the  indi¬ 
vidual  client  may  be  adapted  from  Program  Evaluation:  A  Beginning 
Statement  and  Program  Evaluation:  A  Resource  Handbook  for  Vocation 
al  RehaTiTlitation  (see  bibliography). 
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CARF  suggests  four  sources  of  additional  information: 

1.  other  organizations  which  have  developed  or  already 
used  program  evaluation.  A  facility  comparable  to 
the  center  seeking  information  might  be  the  most 
useful  contact,  since  procedures  vary  widely  in 
organizations  with  differing  sizes,  goals,  and  re¬ 
sults. 

2.  fee- for-service  consultants  or  management  organi¬ 
zations.  Such  assistance  can  be  expensive  but  may 
be  well  worth  the  expenditure. 

3.  advisory  centers,  clearinghouses,  or  resource  centers 
such  as  the  Commission  on  Accreditation  of  Rehabili¬ 
tation  Facilities  or  the  Rehabilitation  and  Research 
Center  of  the  Institute  for  Crippled  and  Disabled. 

4.  the  growing  literature  on  this  subject  to  be  found 
in  various  publications  (see  Bibliography).  With 
both  the  mood  of  the  public  and  the  regulations  of 
funding  agencies  supporting  accountability,  program 
evaluation  will  be  imposed  from  the  outside  if  it 
is  not  developed  from  within  the  facility.  If 
externally  imposed,  the  loss  of  input  from  the  fa¬ 
cility  could  be  devastating. 


1.  Identifying  needs  and  goals.  An  important  initial 
step  is  the  discussion  and  definition  of  the  purposes,  needs,  and 
goals  of  the  facility  because  it  is  against  these  that  achievement 
of  the  center  services  must  be  measured.  It  is  at  this  point  that 
most  staff  members  should  become  involved  in  the  process,  with 
each  member  of  the  line  organization  writing  the  objectives  for 
his  own  input  to  the  total  program. 

The  definition  of  goals  in  itself  often  improves  and  sharpens 
the  service  the  center  will  provide.  The  purpose  of  the  agency  is 
determined  by  the  organization's  charter,  the  board  of  directors, 
and  state  and  federal  regulations,  with  additional  input  from 
consumer  groups,  local  planning  bodies,  accrediting  and  licensing 
bodies,  and  advisory  committees.  To  focus  these  varied  and  some¬ 
times  conflicting  influences,  it  must  be  kept  in  mind  that  the 
centers  exist  to  serve  the  visually  handicapped,  that  the  staff 
and  other  concerned  people  involved  must  determine  the  means, 
through  practices,  procedures,  and  services,  necessary  to  reach 
this  goal. 
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To  write  the  goals,  each  individual,  from  top  administration 
through  all  departments  and  units,  must  fully  participate.  Pro¬ 
gram  evaluation  should  be  an  ongoing  system:  Continuous  infor¬ 
mation  on  the  results  achieved  by  clients  should  follow  the  pro¬ 
vision  of  services. 

Translation  of  general  goals  into  measureable  objectives 
should  give  the  staff  a  clear  understanding  of  expectations. 
Management  will  be  able  to  focus  on  results  achieved  rather  than 
on  services  provided.  Staff  will  not  be  arbitrarily  judged  and 
will  have  maximum  freedom  to  deliver  services,  with  encouragement 
for  experimentation  and  innovation.  This  in  turn  should  stimulate 
professional  growth  and  improvement  of  skills.  It  will  also  be 
possible  for  management  to  recognize  and  reward  staff  who  do  an 
outstanding  job  in  achieving  stated  goals. 


II.  FINANCING:  FUNDING  AND  PURCHASE  OF  SERVICES 

The  area  of  finances  that  affect  the  rehabilitation  facility 
and  its  clients  is  one  of  complexity,  diversity,  and  constant 
change.  Administrators  and  staff  members  should  be  cognizant  of 
all  sources  of  funding  available  at  private  and  public,  local, 
state,  and  federal  levels.  They  must  be  aware  of  relevant  current 
legislation  and  its  interpretation.  They  must  be  able  to  share 
this  information  when  it  concerns  their  clients,  to  explain  the 
implications  of  the  various  laws  and  service  provisions  and,  where 
necessary,  help  the  individual  obtain  access  to  funds  to  which  he 
is  entitled. 


A.  Third  Party  Payments. 


1 .  Health,  Welfare,  and  Supplemental  Security  Income. 

A  wide  range  of  government  programs  help  assure  a  minimum  standard 
of  living  and  can  assist  in  raising  the  individual's  level  of 
physical  restoration  to  the  point  at  which  he,  especially  if  he 
is  an  aging  blind  person,  can  take  advantage  of  the  programs  of¬ 
fered  by  rehabilitation  centers.  Such  benefits  include: 

a.  Unemployment  insurance  benefits,  available  to 
the  recently  unemployed  for  limited  periods  of 
time . 

b.  Supplemental  Security  Income  (SSI) 

c.  Old  Age  and  Survivor's  Disability  Insurance 

d.  Health  insurance  benefits 

e.  Aid  to  Families  with  Dependent  Children  (AFDC) , 
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which  provides  income  maintenance  for  families 
of  a  disabled  person  through  a  state/federal 
program. 

f.  Medicaid,  which  extends  payments  for  persons 
not  covered  by  medical  insurance  and  whose 
income  and  resources  usually  do  not  exceed  the 
income  and  resource  limitations  of  SSI.  Bene¬ 
fits  vary  from  state  to  state,  both  in  respect 
to  financial  eligibility  and  scope  of  services 
provided.  All  states  must  provide  the  follow¬ 
ing  services:  In-patient  hospital  services, 
out-patient  hospital  services,  other  laboratory 
or  X-ray  services,  skilled  nursing  home  services 
for  individuals  of  21  years  of  age  or  older;  and 
physicians  services,  whether  furnished  in  the 
patient's  home,  office,  hospital,  skilled  nursing 
facility,  or  elsewhere.  Benefits  are  not  avail¬ 
able  to  patients  confined  to  institutions  for 
mental  disorders  or  tuberculosis.  In  some  states, 
benefits  are  often  extended  over  a  wider  range  of 
medical  services  than  in  others  where  scope  is 
limited  to  the  mandatory  services  indicated  ear¬ 
lier.  The  blind  person  should  be  given  whatever 
remedial  medical  care  is  required  in  order  to 
make  possible  the  greatest  degree  of  physical 
recovery  possible. 


The  degree  of  income  maintenance  available  through  Social 
Security,  cash  disability  benefits,  SSI,  AFDC ,  and  Workmen's 
Compensation  Insurance  or  non- government  insurance  benefits 
should  provide  the  blind  individual  and  his  family  with  a  guaran¬ 
teed  income  while  in  rehabilitation  center  training. 

Income  maintenance  benefits  vary  from  state  to  state,  except 
for  Social  Security  cash  disability  benefits,  which  are  uniform. 

To  be  eligible  for  cash  disability  benefits,  the  person  must  have 
had  sufficient  loss  of  vision  that  his  remaining  sight,  with 
glasses,  is  no  better  than  20/200  in  the  better  eye,  or  that  his 
visual  field  is  limited  to  20  degrees  or  less  or  that  there  is 
other  significant  field  restriction.  If  the  person  is  considered 
blind  under  the  provisions  of  Social  Security,  he  must  have  worked 
in  covered  employment  for:  Jh  of  the  3  years  before  he  reached 
the  age  of  24;  half  the  time  between  age  24  through  30,  or  one 
quarter  of  a  year  of  work  for  each  year  worked  in  covered  employ¬ 
ment  since  1950;  or  the  year  he  reached  21,  if  later,  up  to  the 
year  in  which  he  became  blind.  A  minimum  of  1%  years  of  credit 
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is  needed.  An  unmarried  blind  person  under  age  18  may  be  eligi¬ 
ble  for  cash  disability  benefits  if  a  parent  receives  a  Social 
Security  benefit  as  a  disabled  or  retired  person. 

The  dependent  children  of  a  blind  person  may  also  be  eligi¬ 
ble  for  benefits  under  AFDC .  These  benefits  will  not  be  threat¬ 
ened  by  the  blind  person's  participation  in  a  rehabilitation 
program. 

There  are  a  number  of  incentives  in  all  the  income  mainten¬ 
ance  programs  to  make  it  more  comfortable  for  the  rehabilitant 
to  complete  rehabilitation  center  training  and  obtain  employment 
or  re-employment. 

The  program  that  most  directly  benefits  the  newly  blinded 
person  is  SSI,  which  provides  a  specific  allocated  sum.  To  be 
eligible,  the  individual  must  be  "legally  blind."  Such  a  person 
might  be  eligible  for  payments,  even  though  he  has  additional 
income.  Restrictions  exist  concerning  income  from  earnings  or 
from  special  benefits.  The  blind  person's  living  arrangement 
could  reduce  his  payments. 


2.  Fees  for  Service.  In  addition  to  the  medical  and 
maintenance  benefits  available  to  the  rehabilitation  center 
trainee,  funding  is  available  to  pay  the  cost  of  training  in  the 
center,  either  on  a  fee  -  for  -  service  basis  or  through  a  subsidy 
which  some  states  provide  in  the  form  of  block  grants. 

Fees  for  training  service  are  usually  covered  by  a  purchase 
of  service  provided  by  the  state.  Some  rehabilitation  facility 
services  may  be  purchased  by  insurance  companies  which  assume  the 
responsibility  for  the  rehabilitation  of  the  disabled  person.  The 
government  agency  purchasing  such  services  can  be  the  vocational 
rehabilitation  agency,  the  agency  providing  services  for  the  blind 
if  different  from  the  state  rehabilitation  agency,  the  state  agen¬ 
cy  administering  the  Social  Service  program  (Title  XX) ,  the  Social 
Security  Cash  Disability  Benefit  Trust  Fund,  the  department  of 
mental  health,  mental  retardation,  special  education  or  public 
health,  Veterans  Administration,  or  Workmen's  Compensation. 
Individuals  may  also  pay  fees  themselves. 

The  rehabilitation  center  must  establish  some  form  of  cost 
accounting  system  in  order  to  develop  service  fees  which  can  bear 
the  scrutiny  of  federal  and  state  audits.  These  may  be  established 
for  specifically  designed  services  or  for  a  comprehensive  rehabili¬ 
tation  program.  Fees  should  be  set  to  include  the  full  actual 
cost  of  providing  the  service  plus  an  indirect  cost  factor  as 
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developed  by  the  rehabilitation  facility.  The  fee-sharing  reha¬ 
bilitation  facility  should  be  prepared  to  submit  periodic  reports 
which  note  training  attendance  records  and  client  progress  to  the 
purchasing  agency.  The  center  should  be  prepared  to  accept  moni¬ 
toring  of  its  services  by  the  purchasing  agency. 

In  some  states,  the  fees  for  service,  an  important  source  of 
income  for  the  rehabilitation  center,  must  be  approved  by  a  state 
rate-setting  bureau.  Such  income  can  be  irregular  and  unpredicta¬ 
ble  due  to  variations  in  the  pattern  of  utilization.  If  the  num¬ 
ber  of  clients  in  a  rehabilitation  facility  program  drops,  income 
drops  as  well,  though  operating  costs  may  remain  constant.  The 
facility  can  experience  a  financial  loss  over  which  it  has  little 
if  any  control  at  such  a  time.  A  reserve  of  funds  must  be  estab¬ 
lished  to  support  the  facility  over  such  periods  of  low  utilization, 
when  its  services  are  purchased  on  a  fee-for-service  basis. 


3.  State  Block  Funding.  Block  funding  is  a  method  of 
purchase  of  service  preferred  by  many  rehabilitation  centers.  A 
number  of  states,  however,  have  constitutional  restrictions  against 
granting  subsidies  to  voluntary  educational  or  social  welfare  or¬ 
ganizations,  and  must  purchase  rehabilitation  center  service  on  a 
clearly  defined  fee-for-service  basis.  States  not  governed  by  such 
restrictions  may  provide  a  block  grant  which  equals  the  total  oper¬ 
ating  cost  of  the  facility  rather  than  for  individual  services. 

In  some  areas,  such  block  grants  may  be  made  in  advance  of 
service,  so  that  funds  for  operating  costs  are  on  hand  at  the 
beginning  of  the  period  to  be  funded,  and  the  facility  need  not 
spend  from  its  own  reserves. 

Some  "anti-aid"  amendments  to  state  constitutions  have  been 
modified,  permitting  a  favorable  method  of  purchase  of  services 
from  voluntary  facilities.  Block  grant  arrangements  usually  re¬ 
quire  a  certain  percentage  of  utilization  to  earn  the  full  amount 
of  the  grant.  If  use  drops  below  the  minimum  prescribed  in  the 
financial  arrangements,  the  block  grant  will  be  reduced  on  the 
assumption  that  significant  under-utilization  indicates  the 
advisability  of  staff  reduction. 


4.  Adult  Education  Programs.  An  additional  resource 
used  by  few  programs  to  date  is  the  basic  adult  education  program. 
Through  the  continuing  education  program  in  each  state  there  is 
provision  for  the  purchase  of  services  and  for  the  training  of 
staff  in  any  area  that  may  be  considered  weak.  If  a  rehabilitation 
center  wishes  to  hire  mobility  people,  for  example,  it  can  turn  to 
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the  Continuing  Education  program  to  pay  for  salaries  and  equipment 
expenses  instead  of  depleting  regular  operational  funds.  The 
stipulation  for  adult  education  funding  is  that  the  person  to  be 
instructed  must  function  at  lower  than  ninth  grade  level.  Sight 
limitations  may  enable  a  client  to  be  placed  within  this  category 
for  the  purpose  of  such  services. 


B.  Federal  Resources.  Federal  funds  ar  an  important  poten¬ 
tial  resource  for  the  rehabilitation  center.  It  will  be  worth¬ 
while  for  the  facility  to  investigate  such  possibilities  thoroughly. 


1.  Grants .  Work  on  obtaining  grants  is  a  full-time,  con¬ 
tinuous  job  and  should  not  be  regarded  as  an  undesirable  short-term 
duty.  It  takes  time  to  build  one’s  library,  establish  contacts 
with  federal  and  state  offices,  develop  source  lists  for  funds, 
and  acquire  grant  writing  skill.  Proficiency  in  all  these  areas 
is  necessary  in  order  to  be  successful. 

Even  though  most  funding  for  social  and  rehabilitative  pro¬ 
grams  and  services  comes  through  HEW,  the  many  other  sources  of 
federal  support  should  be  investigated.! 

One  of  the  most  important  aspects  of  successfully  obtaining 
a  federal  grant  is  to  do  one’s  homework  well.  It  takes  months, 
and  sometimes  years,  to  become  proficient  at  knowing  how  to  pre¬ 
sent  a  grant,  whom  to  contact,  where  to  go,  what  formats  are  re¬ 
quired,  and  what  deadlines  must  be  met.  Requirements  for  matching 
funds  and  standards,  recent  audits,  accreditation,  affirmative  ac¬ 
tion  plans,  and  non-profit  status  are  among  regulations  to  be  ob¬ 
served.  There  are  numerous  sources  of  information  for  locating 
funds  or  processing  requests  for  grants. ^  A  reference  library 
within  the  agency  that  has  up-to-date  information  on  funding 
sources  and  grant  writing  techniques  would  be  most  valuable. 

Working  relationships  with  key  people  in  government  depart¬ 
ments  at  local,  state,  and  federal  levels  are  invaluable.  Since 
many  of  the  federal  funds  are  channeled  through  state  agencies, 
it  is  essential  to  know  the  state  agencies  and  their  resource 
personnel  well.  Without  state  and  local  approval  from  such  agen¬ 
cies  as  the  department  of  rehabilitation,  there  is  little  chance 


1 

See  Federal  Domestic  Assistance. 

? 

The  Grantsmanship  Center  publishes  The  Grantsmanship 
Center  News  and  conducts  pertinent  workshops . 


21 


of  grant  approval  by  the  federal  department. 

The  offices  and  staff  of  local  legislators  are  another  ex¬ 
cellent  source  of  assistance  and  information.  This  is  especial¬ 
ly  true  when  influential  contacts  are  possible  through  board 
members  or  volunteers. 

A  single  source  of  information  is  seldom  sufficient.  It  is 
necessary  to  review  books,  newsletters,  and  other  references  in 
order  to  be  aware  of  most  recent  developments.  Contacts  with 
potential  resource  people  must  be  constantly  pursued.  A  working 
relationship  must  be  established  with  a  resource  person  for  him 
to  know  the  agency  and  be  familiar  with  its  needs. 


2.  Revenue  Sharing.  In  revenue  sharing,  contacts  are 
entirely  with  local  government  and  procedure  is  entirely  differ¬ 
ent  from  working  at  the  federal  and  state  level.  The  success  of 
efforts  in  securing  revenue  funds  will  depend  on  the  initiative, 
determination,  vigor,  and  organizational  skill  of  the  agency 
seeking  assistance.  Most  local  governments  cannot  be  expected 
to  initiate  or  stimulate  programs,  as  the  federal  and  state  levels 
often  can. 

General  revenue  sharing  is  not  earmarked  by  the  federal  gov¬ 
ernment  for  any  particular  program  or  use.  Disposition  of  the 
funds  is  left  entirely  to  the  local  government,  and  it  is  solely 
the  responsibility  of  the  agency  requiring  funds  to  exert  suffi¬ 
cient  political  pressure  to  obtain  a  favorable  response. 

A  basic  tenet  of  the  General  Revenue  Sharing  Act  is  to  force 
public  involvement  and  local  decision  making.  This  is  accomplished 
in  most  communities  by  forming  screening  or  advisory  committees 
in  such  different  areas  as  health,  social  services,  aging,  and 
neighborhood  development. 

The  agency  must  actively  participate  in  this  process  by  hav¬ 
ing  board  members  or  agency  volunteers  or  clients  serve  on  these 
committees.  This  guarantees  input  from  the  agency  at  the  grass 
roots  level.  Otherwise  there  is  little  grant  approval  by  top  level 
county  and  city  supervisors  or  commissioners. 

During  the  first  four  years  of  revenue  sharing,  very  small 
amounts  have  been  allocated  to  social  and  rehabilitative  services, 
since  local  governments  have  been  using  revenue  sharing  to  supple¬ 
ment  city  and  county  services  and  to  help  balance  their  budgets. 
Overcoming  such  spending  priorities  is  more  than  a  single  agency 
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can  accomplish.  Agencies  must  form  coalitions  to  muster  the 
political  power  necessary  for  making  a  significant  impact. 
Successful  coalitions  demonstrate  what  can  be  done  to  capture 
revenue  sharing  money  for  priority  community  purposes,  putting 
human  services  ahead  of  brick  and  mortar  projects. 

As  with  funding  operation,  success  is  directly  related  to 
the  time  spent  in  researching,!  planning,  developing  political 
knowledge  and  getting  to  know  the  system  well.  The  actual  writing 
of  the  grant  is  secondary. 

Ability  to  obtain  is  directly  related  to  the  agency's  visi¬ 
bility  to  local  government  and  the  ability  to  persuade  authorities 
that  its  programs  and  services  warrant  highest  priority. 


C.  Foundations  and  Service  Organizations.  A  foundation  is 
an  organization  or  institution  established  by  endowment  with  pro¬ 
vision  for  future  maintenance.  Taking  this  into  account,  it  is 
possible  to  determine  many  ways  in  which  funding  from  such  sources 
can  be  used  to  defray  the  day-to-day  cost  of  operation  of  rehabi¬ 
litation  centers. 

Foundations  can  also  provide  funds  for  operational  research, 
for  example,  to  develop  new  methods  for  providing  client  instruc¬ 
tion  and  other  services,  consultant  services,  and  for  specialists 
required  by  programs.  In  some  instances,  foundations  will  cover 
the  costs  of  direct  purchase  of  services  to  individuals  at  the 
facility,  for  transportation,  maintenance,  tuition  costs,  and  mak¬ 
ing  possible  staff  development  and  training  services  for  personnel, 
thereby  alleviating  some  of  the  operational  expense  burden  on  the 
center  and  making  possible  better  distribution  of  existing  center 
funds . 

Contributions  from  foundations  and  service  organizations  can 
sometimes  determine  how  comprehensive  a  center's  services  can  be. 

In  times  of  inflation,  they  can  bridge  the  gap  in  funds  and  enable 
the  facility  to  continue  operation  despite  diminished  private  do¬ 
nations  . 

Such  organizations  can  best  assist  a  rehabilitation  center 
by  not  restricting  monies  so  that  a  center  may  be  over-funded  in 
one  area  and  under- supported  in  another.  It  is  conceivable,  for 


The  Russell  Sage  Foundation  Directory  includes  foundations 
contributing  toward  operating  expenditures  on  a  continuing 
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example,  that  a  rehabilitation  center  may  have  sufficient  income 
from  capital  to  establish  and  maintain  a  well -equipped  building 
but  be  under-funded  for  operating  expenses. 


1.  Capital  Expenditures.  Monies  used  to  construct  or 
purchase  buildings  and  equipment  are  capital  expenditures.  Office 
equipment  and  the  special  appliances  needed  by  the  rehabilitation 
facility  to  provide  training  and  other  services  are  included  in 
this  category,  and  might  attract  donations  from  service  organiza¬ 
tions  interested  in  making  specific  contributions.  Such  organiza¬ 
tions  often  prefer  making  donations  that  are  designated  to  serve 
a  particular  purpose  and  which  can  be  marked  as  their  gift,  in 
recognition  of  their  interest. 


2.  Operational  Expenditures.  Operational  expenses  in¬ 
clude  all  the  daily  costs  of  conducting  business  and  providing 
services  to  clients  enrolled  at  the  center  and  all  expendable 
items,  such  as  office  supplies,  training  materials,  and  other 
costs  of  services. 

Funding  for  such  expenses  is  possible  through  foundations 
and  service  clubs.  There  are  real  advantages  in  having  them 
participate  in  assisting  rehabilitation  centers  on  a  continuing 
basis,  particularly  when  they  are  designed  to  serve  a  particular 
cause . 

When  a  center  has  the  opportunity  to  receive  such  funds,  it 
should  make  sure  they  will  be  used, in  areas  where  funding  is  most 
needed  to  avoid  the  ever-present  danger  of  overlapping  coverage 
while  other  areas  are  financially  unsupported.  Obviously  good 
planning,  coordination,  and  close  cooperation  are  essential  ele¬ 
ments  in  the  donating,  receiving,  and  distributing  of  available 
funding . 


D.  Fund  Drives.  Fund  raising  efforts  can  be  quite  varied; 
there  is  no  single  magic  formula  for  success.  The  activities  that 
any  center  chooses  to  raise  money  will  depend  on  the  needs  of  the 
center  itself  and  the  community  in  which  the  center  operates. 


1.  Community  Group  Funding  Drives.  The  various  United 
Fund  drives  offer  a  major  source  of  funding.  For  many  small  cen¬ 
ters,  they  will  be  the  chief  source  of  revenue,  since  little  if 
any  fund  raising  expense  or  special  staffing  is  required.  There 
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may  be  additional  advantages,  in  small  communities,  in  raising 
money  collectively  rather  than  in  having  separate  fund  drives. 

For  larger  rehabilitation  centers,  especially  in  cities, 
such  participation  might  be  a  disadvantage.  There  are  usually 
stipulated  conditions  to  be  met,  such  as  not  supplementing 
drives  by  direct  solicitation  of  certain  organizations  already 
contacted  by  the  general  fund-raising  group.  Since  private 
corporations  make  substantial  contributions  to  both  the  general 
fund  drive  and  the  individual  center,  it  might  be  more  profitable 
for  the  center  to  make  its  own  contacts. 


2.  Independent  Fund  Drives.  The  independent  fund  drive 
takes  several  forms  which  may  be  used  separately  or  simultaneous¬ 
ly,  depending  on  such  variables  as  the  size  of  the  center  and  the 
makeup  of  the  community  in  which  it  exists. 

The  direct  mail  campaign  is  used  to  attract  a  broad  base  of 
support  from  residents  within  a  community.  It  can  be  used  in  two 
ways:  By  purchasing  random  name  and  address  listings  from  various 

sources  and  sending  solicitation  letters  for  contributions;  or  by 
having  personalized  solicitation  letters  sent  by  board  members  or 
prestigious  volunteers  to  their  friends  and  business  acquaintances. 
The  direct  mail  campaign  is  probably  the  most  widely  used  method 
of  independent  fund  raising. 

Benefit  events  can  also  be  used  effectively  by  rehabilitation 
centers  for  fund  raising.  Bequests  and  legacies  are  another  meth¬ 
od.  In  order  to  develop  this  source  of  funds,  a  knowledgeable 
group  of  board  members  or  volunteers  must  be  available. 


III.  THE  STAFF  OF  THE  REHABILITATION  CENTER 

A  well-trained  staff  is  essential  to  the  successful  operation 
of  a  rehabilitation  center,  and  there  should  be  an  overall  balance 
of  backgrounds,  ages,  and  abilities.  When  the  staff  is  comprised 
of  members  who  share  a  diversity  of  skills  and  are  able  to  work 
well  together,  the  client  can  be  assured  of  services  of  superior 
caliber . 


A.  Selection  of  Professional  Staff. 


1.  Qualifications .  To  qualify  as  a  member  of  the  pro¬ 
fessional  staff  of  a  center,  the  candidate  must  have  had  the 
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academic  and  professional  preparation  suitable  for  the  position 
and  be  certified  or  licensed  by  the  appropriate  authorities. 
Adherence  to  ethical  standards  should  be  expected. 

In  choosing  staff,  the  administrator  should  consider  the 
following  criteria.  The  candidate  should: 

a.  Communicate  well  and  be  able  to  express  concepts  to 
the  client. 

b.  Possess  a  working  knowledge  of  the  economic  and 
psycho- social  problems  of  blindness. 

c.  Be  able  to  work  well  as  a  member  of  a  team. 

d.  Have  a  basic  understanding  of  the  kinds  of  human 
behavior  on  an  individual  and  group  level. 

e.  Be  objective  about  trainee  problems  that  are  either 
directly  or  indirectly  connected  with  blindness. 

f.  Be  motivated  to  keep  abreast  of  developments  in 
training  techniques  and  equipment. 

g.  Be  reasonably  innovative. 

h.  Be  interested  in  obtaining  current  information  on 
local  and  national  laws  and  directions  of  importance 
to  the  client. 


2.  Recruitment  of  Staff.  Recruitment  of  staff  from 
within  the  local  area  may  minimize  problems  of  personnel  turnover. 
Such  staff  members  may  also  be  an  advantage  because  of  their  fa¬ 
miliarity  with  available  resources  and  their  recognition  of  prob¬ 
lems  clients  may  encounter  in  the  community.  Candidates  who  have 
had  previous  experience  as  volunteers  should  also  be  given  serious 
consideration  if  they  have  the  qualifications. 

An  increasing  number  of  people  entering  the  rehabilitation 
field  are  university- trained ,  and  university  programs  are  a  prime 
source  of  job  candidates.  Most  universities  keep  current  lists 
of  their  graduates  and  will  post  job  notices. 

Whenever  a  rehabilitation  center  plans  to  add  new  services 
to  those  already  existing,  provision  should  be  made  for  trained 
personnel  to  be  available  for  their  proper  staffing. 

In  considering  applicants  for  a  position,  all  resume  and 
interview  data  must  be  considered  carefully.  Contact  with  all 
personal  and  professional  references  should  be  made  as  a  routine 
part  of  the  screening  process.  If  there  are  several  candidates 
with  similar  qualifications,  choose  the  one  who  best  fits  with 
the  agency's  personality*  Thorough  familiarity  with  the  appli¬ 
cant's  background  will  permit  the  initial  salary  discussion  to 
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make  an  impact.  Salary  should  be  commensurate  with  the  qualifi¬ 
cations  for  the  position.  Mention  might  be  made  during  discussion 
of  available  opportunities  for  professional  growth  and  advancement 
within  the  agency. 

Courtesy  and  good  business  sense  recommend  seeking  an  execu¬ 
tive's  permission  before  attempting  to  recruit  one  of  his  employ¬ 
ees.  It  is  also  considerate,  if  a  particular  candidate  is  not 
selected,  to  be  courteous  when  notifying  him  and  to  be  aware,  at 
this  time,  of  ways  in  which  he  might  prove  a  suitable  candidate 
for  a  future  position. 


B.  Staff  Training  at  All  Levels.  After  the  client,  the 
staff  is  the  most  important  element  of  the  center  and  the  quality 
of  its  training  should  be  of  great  concern.  Many  diverse  skills 
and  levels  of  responsibility  are  required  of  the  personnel  for 
the  operation  of  a  center.  Each  staff  member  contributes  in  some 
measure  to  the  effectiveness  of  the  center  program,  and  the  quali¬ 
ty  of  preparation  for  a  position  has  direct  bearing  on  the  quality 
of  staff  contribution. 

There  are  four  levels  of  training  which  should  be  required 
of  candidates  for  a  variety  of  positions  at  a  rehabilitation 
center : 


1.  Graduate  Training.  Graduate  level  training  prepares 
persons  for  leadership  roles  in  work  for  the  blind.  Opportunity 
should  be  possible  for  specialization  in  such  subjects  as  admin¬ 
istration,  education,  research,  and  counseling.  Persons  enrolled 
in  a  graduate  program  would  probably  have  had  previous  experience 
in  such  specialized  areas  as  mobility,  rehabilitation  teaching, 
or  home  economics,  and  be  seeking  advancement  in  the  field. 

Academic  training  would  provide  a  comprehension  of  the  broad 
field  of  work  with  various  disabilities,  including  blindness,  the 
interrelationship  of  programs  and  agencies,  the  philosophy  and 
rationale  for  specialized  services,  the  legal  base  of  adult  edu¬ 
cational  and  rehabilitation  programs,  and  interpersonal  relation¬ 
ships,  particularly  as  applied  to  supervision  of  staff. 

Some  individuals  may  have  received  previous  graduate  training 
in  professions  allied  with  work  with  the  blind  such  as  social  work, 
vocational  counseling,  administration,  or  education,  and  could  re¬ 
ceive  whatever  specialized  training  is  needed  to  apply  these  skills 
directly  to  work  for  the  blind.  With  the  increasing  developments 
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taking  place  in  rehabilitation  for  the  blind,  the  center  would  be 
the  logical  place  for  such  training  to  take  place.  A  seminar  held 
at  the  center,  or  similar  programs  conducted  within  the  region, 
could  include  specialized  instruction  in  work  for  the  blind. 


2.  Undergraduate  Training.  Academic  training  should 
include  general  information  on  the  field  of  work  for  the  blind  and 
the  interrelationship  among  the  various  types  of  agencies  provid¬ 
ing  services.  More  specialized  training  would  be  appropriate  in 
the  area  in  which  the  person  is  to  be  employed  and  might  include 
social  work,  vocational  counseling,  and  occupational  therapy. 

Both  graduate  and  undergraduate  study  should  include  at  least 
one  quarter  or  semester  of  practicum  in  a  comprehensive  rehabili¬ 
tation  center.  Such  a  practicum  should  include  orientation  to  all 
services  offered  by  the  center  and  major  experience  in  the  special¬ 
ty  chosen. 


3.  Paraprofessionals .  These  are  persons  who  have  had 
some  formal  training  and  are  employed  as  assistants  to  the  pro¬ 
fessional  staff  on  a  full  or  part  time  basis.  They  are  involved 
in  some  direct  service  to  clients  under  the  direction  of  the  pro¬ 
fessional  staff. 

Paraprofessionals  could  possibly  be  trained  in  two-year  com¬ 
munity  college  programs  similar  to  those  now  offered  for  rehabil¬ 
itation  and  mental  health  technicians.  Training  would  emphasize 
work  in  a  rehabilitation  center  with  a  general  introduction  to 
work  for  the  blind  emphasizing  interpersonal  relationships,  fol¬ 
lowed  by  at  least  one  semester  of  practicum  in  a  rehabilitation 
center.  A  feasible  alternative,  until  sufficient  programs  have 
been  established  to  provide  the  necessary  training,  would  be  to 
recruit  graduates  of  two-year  community  colleges  and  provide  a 
structured  training  program  for  them  within  the  center.  The  per¬ 
son  recruited  should  demonstrate  some  familiarity  with  what  work 
in  the  field  of  blindness  entails  in  accordance  with  pre-set  stan¬ 
dards  and  should  have  the  recommendation  of  the  person  supervising 
the  practicum  experiences  before  being  considered  qualified  to 
work  as  a  paraprofessional  in  the  field. 


4.  Support  Personnel.  These  persons  have  the  responsi¬ 
bility  for  providing  support  services  in  the  rehabilitation  center 
which  brings  them  into  direct  contact  with  clients,  generally  to 
provide  a  specific  service  (e.g.,  the  cook),  as  part  of  their 
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regular  assigned  duties.  Contact  is  usually  of  short  duration. 

Inservice  training  for  support  personnel  could  be  provided 
in  a  structured  program  directed  by  supervisory  personnel.  A 
high  school  diploma  or  the  equivalent  should  be  prerequisite  for 
all  but  maintenance  positions.  There  should  be  specific  material 
to  be  studied,  comprehended,  and  tested,  to  assure  achievement  of 
a  certain  level  of  competence.  Training  should  include  specific 
techniques  such  as  sighted  guide,  effective  verbal  communication, 
when  and  how  to  assist  the  client,  and  the  common  courtesies  to 
be  followed  in  the  company  of  a  blind  person. 

Some  preliminary  training  of  suitable  duration  should  be 
required  before  the  employee  begins  work.  Additional  training 
would  continue  while  the  person  is  employed,  under  the  direction 
of  the  professional  staff. 

Finally,  for  all  staff,  training  should  emphasize  considera¬ 
tion  for  the  consumer's  view  in  the  provision  of  services,  to 
promote  and  encourage  imagination  in  exploring  new  approaches  to 
developing  solutions  to  the  problems  blind  persons  face,  and  to 
prepare  them  also  for  the  possibility  of  failure,  realizing  that 
resources  and  knowledge  available  are  still  insufficient  to  meet 
the  needs  of  all  the  visually  impaired. 

C.  Orientation .  The  new  staff  member  and  personnel  officer 
should  meet  soon  after  hiring.  Subsequent  orientation  must  in¬ 
clude  meaningful  sessions  with  the  administration  and,  most  par¬ 
ticularly,  with  the  supervisor.  To  complete  the  orientation,  it 
is  critical  that  the  new  employee  comprehend  the  supervisor's 
expectations.  The  lines  of  authority  must  be  clear  to  assure 
successful  early  integration  into  agency  life. 

Small  meetings  with  key  agency  people,  where  the  new  staff 
member  feels  involved,  will  be  an  advantage.  The  new  staff,  in¬ 
cluding  support  personnel,  should  have  the  opportunity  to  observe 
all  rehabilitation  center  operations,  both  observing  and  learning 
such  basic  techniques  as  being  a  sighted  guide. 

Orientation  of  new  professional  personnel  might  well  include 
observation  of  other  community  service  programs  and  organizations. 
Such  familiarization  will  provide  a  valuable  acquaintance  with 
other  facilities  and  may  encourage  cooperation  and  avoidance  of 
duplication  of  programs  when  similar  resources  are  known  to  exist. 

Support  personnel,  such  as  janitorial  and  food  service  staff, 
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are  an  essential  part  of  the  rehabilitation  program.  Their  value 
will  be  greatest  if  they  are  properly  oriented  to  the  rehabilita¬ 
tion  process.  Support  personnel  should  be  incorporated  as  part 
of  the  team  effort,  and  treated  with  respect  commensurate  to  the 
dignity  of  their  positions.  Their  recurring  contacts  with  cli¬ 
ents,  though  intermittent,  still  places  them  in  positions  in 
which  the  client  may  reveal  confidences  or  attempt  to  manipulate 
the  employee  in  ways  which  he  may  not  be  able  to  handle  without 
proper  support  information  and  instruction  from  the  professional 
staff . 


D.  Team  Development.  The  team  approach,  which  focuses  the 
skills  and  attention  of  several  people  on  a  particular  problem, 
is  an  accepted  and  effective  concept  that  can  be  employed  in 
rehabilitation  for  the  benefit  of  both  client  and  center.  Pro¬ 
perly  organized  and  used,  it  will  permit  optimum  use  of  available 
staff,  increased  intercommunication  among  staff  and  clients,  and 
the  potential  for  more  effective  programming. 

For  the  team  to  function  most  effectively,  members  should  be 
drawn  from  all  the  specialties  involved  in  the  particular  program 
under  consideration.  The  administrator  must  be  alert  to  the  ele¬ 
ments  in  team  procedure  that  will  strengthen  service  delivery. 

Staff  members  may  contribute  from  their  own  experience  and 
areas  of  specialization  as  participants  in  a  team  and  can  share 
ideas  and  make  informed  suggestions  which  will  help  complement 
and  strengthen  services  offered  to  the  client.  The  client  him¬ 
self  may  be  considered  as  part  of  the  team  when  his  program  is 
under  discussion. 

As  members  of  a  well - functioning  team  individual  staff  mem¬ 
bers  are  relieved  of  some  of  the  pressure  at  times  when  they  be¬ 
come  too  closely  involved  with  a  client  or  problem.  It  is  then 
possible  to  stand  back  and  be  objective  and,  if  advisable,  to 
withdraw  to  let  someone  else  take  over.  It  may  be  desirable,  in 
some  instances,  to  include  as  consultant  a  person  who  has  psycho¬ 
logical  or  pertinent  counseling  background  who  can  help  promote 
a  therapeutic  atmosphere. 

The  choice  of  leader  of  the  team  will  depend  on  the  problem 
to  be  considered.  The  best  qualified  leader  may  be  the  one  who 
knows  the  client  best  or  the  person  who  has  specialized  knowledge 
of  the  primary  problems.  Receptivity  to  ideas  and  the  ability  to 
work  well  with  other  members  of  the  group  is  also  an  important 
qualification.  There  must  be  good  communication  among  the  team 
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members  to  permit  free  and  relaxed  interchange  of  ideas  without 
antagonism  or  insecurity. 

The  team  as  originally  organized  should  not  be  regarded 
as  a  permanent  entity.  It  should  be  flexible,  with  members 
changing  as  problems  and  situations  change.  New  input  from 
new  staff  members  may  permit  more  dynamic  interchange. 
Occasionally  one  staff  member  cannot  work  well  with  another 
or  with  a  particular  client.  There  may  be  less  advantage  to 
continuing  with  a  difficult  situation  than  in  substituting 
another  team  member  at  such  times. 


E.  Professional  Growth  on  the  Job.  Once  a  qualified 
staff  has  been  chosen,  the  continuing  development  of  pro¬ 
fessional  competencies  should  be  assured  through  provisions 
for  continuing  education.  As  the  staff  member  grows  through 
work  experience,  additional  specialized  training  will  very 
likely  benefit  the  individual  and  the  entire  rehabilitation 
team. 


Because  of  the  diversity  and  relatively  small  number  of 
staff  in  a  particular  rehabilitation  center,  it  may  sometimes 
be  more  practical  to  collaborate  with  other  centers,  profes¬ 
sional  groups,  or  rehabilitation  organizations  to  obtain 
meaningful  training  experiences  for  staff.  A  variety  of 
approaches  may  be  followed. 

Inservice  training  programs  offer  on-the-job  instruction 
in  techniques  which  will  develop  or  upgrade  skills  applicable 
to  the  staff  member’s  job.  A  supervisor  or  experienced  staff 
member  may  provide  such  training  for  a  new  employee,  and  con¬ 
siderable  time  is  usually  required  of  the  instructor  while 
helping  the  person  acquire  familiarity  with  specific  new 
skills.  Brief  visits  of  center  staff  to  other  facilities 
that  provide  similar  services  may  afford  useful  opportunities 
to  observe  different  practices.  Consultants  in  such  special¬ 
ized  areas  as  medicine,  psychiatry,  and  psychology  might  be 
approached  to  address  particular  areas  of  concern  to  center 
staff. 

Short-term  workshops  will  sometimes  be  a  most  practical  way 
to  address  a  particular  topic.  Depending  on  their  nature,  they 
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might  be  local,  regional,  or  national  in  scope.  Workshops  could 
be  planned  specifically  for  center  staff  or  conducted  in  colla¬ 
boration  with  other  agencies.  They  might  also  be  planned  through 
special  interest  groups  of  regional  or  national  organizations. 
Resource  persons  could  participate  to  provide  specialized  infor¬ 
mation  and  there  should  be  opportunities  offered  for  personnel  to 
share  ideas  and  information  with  their  peers. 

Such  members  of  center  staff  as  industrial  arts  instructors, 
nurses,  recreation  workers,  and  home  economists  usually  will  have 
had  no  opportunity  during  their  regular  studies  to  take  courses 
or  be  trained  specifically  for  work  with  the  blind.  Special  sem¬ 
inars  of  from  six  to  twelve  weeks  in  duration  could  provide  needed 
specialized  training  for  them.  Practicum  work  should  be  included 
at  a  facility  other  than  the  place  of  employment  in  order  to  extend 
experiences.  During  the  training  period,  these  staff  members 
should  be  on  salary  and  receive  a  stipend  to  cover  extra  expenses. 
If  such  a  seminar  were  offered  two  or  three  times  a  year,  it  could 
adequately  meet  the  training  needs  for  this  particular  group  of 
personnel . 

The  rehabilitation  center  that  is  located  near  a  university 
or  community  college  can  make  use  of  extension  or  short-term 
courses  for  inservice  training.  Extension  courses  available  dur¬ 
ing  the  evening  or  on  weekends  would  avoid  conflict  with  center 
schedules.  Intensive  short-term  courses  might  be  given  on  a  few 
consecutive  days. 

Regular  staff  meetings  of  the  rehabilitation  center  can  be 
an  additional  source  of  inservice  training,  with  resource  persons 
or  projects  planned  which  will  involve  the  staff.  When  the  center 
is  part  of  a  comprehensive  public  or  private  agency  for  the  blind, 
regular  staff  meetings  of  the  entire  facility  might  be  used  for 
training  sessions.  Programs  should  include  exchange  of  general 
information  regarding  client  progress  and  schedules  and  new  devel¬ 
opments  in  curricula  in  the  field. 

State,  regional,  and  national  conferences  and  conventions  of 
rehabilitation  organizations  offer  meaningful  inservice  training 
experience  for  center  staff.  Staff  members  should  be  encouraged 
to  join  and  participate  in  activities  of  organizations  related  to 
their  professional  interests.  Such  involvement  will  provide  op¬ 
portunity  for  professional  growth  through  programs  and  contacts 
with  peers. 


F.  Individual  Conferences.  Some  personnel  recruited  to  work 
with  the  visually  impaired  have  had  little  previous  experience  with 
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blindness  and  may  share  common  stereotyped  misconceptions.  The 
opportunity  should  be  made  to  provide  counseling  for  such  indi¬ 
viduals  as  soon  as  they  have  been  hired,  to  help  them  develop 
positive  and  realistic  attitudes  which  will  enable  them  to  work 
more  effectively  with  their  prospective  clients.  This  may  be 
accomplished  through  individual  conferences  in  combination  with 
other  inservice  training  experiences. 

Professional  assistance  should  also  be  available,  as  re¬ 
quired,  to  help  staff  members  with  problems  related  to  their 
work.  Continuous  involvement  with  the  multiple  problems  of 
other  human  beings  can  emotionally  exhaust  and  frustrate  even 
experienced  staff.  Problems  frequently  seem  unsolvable;  per¬ 
sonality  conflicts  develop  between  professional  members  of  the 
staff  team,  and  personal  problems  may  affect  job  performance. 
Assistance  at  these  times  can  have  far-reaching  effects. 

The  supervisor  of  training  should  schedule  regular  indi¬ 
vidual  conferences  with  staff  members  to  provide  reinforcement 
and  counseling  about  work-related  problems.  This  will  offer  an 
opportunity  for  staff  to  discuss  frustrations  that  have  developed 
in  work  with  clients,  and  they  can  be  helped  to  explore  solutions 
or  to  accept  unalterable  situations.  Support  and  reassurance 
should  be  given  as  needed. 

Special  consultants  to  the  rehabilitation  center  should  be 
available  to  the  staff  as  needed  for  assistance  with  special 
problems  relating  to  the  job.  Such  counseling  may  be  on  an 
individual  basis,  when  the  individual  is  concerned  with  a  situa¬ 
tion,  or  on  a  group  basis,  when  several  staff  members  or  the  en¬ 
tire  team  are  involved. 


G.  Administration.  Administrators  of  rehabilitation  cen¬ 
ters  for  the  blind  have  usually  been  promoted  from  other  positions 
within  the  agency  or  recruited  from  non-administrative  positions 
in  another  agency.  Their  training  and  experience  are  most  often 
in  such  fields  as  rehabilitation  counseling,  social  work,  psycho¬ 
logy*  orientation  and  mobility,  rehabilitation  teaching,  or  public 
education. 

It  is  frequently  necessary  for  the  new  administrator  to  ac¬ 
quire  the  necessary  administrative  skills  through  inservice  train¬ 
ing  and  on-the-job  experience.  General  courses  and  workshops  in 
administration  and  management  are  available  through  universities, 
but  additional  training  specifically  directed  toward  developing 
the  administrative  and  supervisory  skills  required  for  directing 
a  rehabilitation  center  program  is  needed. 
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Attendance  at  regional  workshops  organized  for  center 
administrators  would  provide  opportunities  for  sharing  of 
information  and  discussion  of  common  problems. 


H.  Case  Management.  A  coordinator  of  services  has  the 
responsibility ,  in  any  educational  or  rehabilitation  center 
setting,  for  the  delivery  of  all  needed  services.  This  pro¬ 
fessional  staff  member  should  see  to  it  that  the  client 
understands  all  plans,  goals,  and  services  intended  for  him  and 
is  in  charge  of  coordinating  the  means  for  delivery  of  such 
services.  Completion  of  center  services  should  be  based  on  the 
client's  achievement  of  his  or  her  own  desired  goals,  abilities, 
needs,  and  limitations.  Both  case  manager  and  client  should 
concur  on  the  suitable  termination  date  for  center  services. 

The  importance  of  accurate  and  complete  record  keeping  for 
successful  case  management  cannot  be  underestimated.  It  is  es¬ 
sential  for  center  programs  and  also  for  follow-up  and  subse¬ 
quent  referral.  An  understanding  of  procedure  is  crucial. 

Records  should  be  periodically  reviewed  to  determine  whether  the 
original  goals  are  being  met  or  whether  direction  of  the  client's 
program  should  be  changed. 

Standardization  of  record  keeping  and  data  collection  would 
contribute  much  to  more  meaningful  research  and  information  shar¬ 
ing  which  would  be  of  notable  benefit  to  all  rehabilitation  cen¬ 
ters  . 


IV.  ESSENTIAL  SERVICES*  AND  ACTIVITIES  IN  A  REHABILITATION  CENTER 

A  rehabilitation  center  for  the  blind  is  designed  for  the 
specific  purpose  of  assisting  people  to  overcome  problems  di¬ 
rectly  related  to  that  disability  so  that  the  handicap  may  be 
obviated.  The  center  must  either  assemble  or  make  available 
the  services  required  by  the  client  for  effective  adaptation  to 
his  blindness  to  enable  him  to  plan  a  productive  and  satisfying 
future  life. 


The  "essential  services"  to  which  reference  is  made  in 
the  text  are  considered  to  be  the  minimum  offering  of 
a  "full  service"  center.  A  most  important  factor  is 
their  availability  to  the  client. 
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The  client  should  be  planned  with,  not  for.  Programs 
should  be  designed  for  the  individual ,  and  goals  can  remain 
open  to  change  as  progress  is  made.  The  staff  should  remain 
responsive  to  developments  during  the  course  of  the  program 
and  to  resulting  changes  in  the  needs  of  the  client. 

The  effectiveness  of  the  training  program  will  be  influenced 
by  the  client  composition  with  reference  to  the  degree  of  visual 
loss,  the  ratio  of  male  to  female  population,  and  the  existence 
of  secondary  disabilities  and  other  elements.  There  must  be 
cognizance  of  existing  impairments  which  would  preclude  learning 
in  a  center. 


A.  The  Prospective  Client.  The  applicant  should  be  helped 
to  comprehend  the  value  of  the  services  that  will  be  offered. 

If  the  purpose  of  the  center  is  adequately  and  fully  explained 
and  the  program  described,  urging  recruitment  should  not  be 
necessary.  The  client  will  want  to  participate  in  the  program 
offered . 

If  the  program  of  the  rehabilitation  center  is  designed  to 
meet  needs  which  cannot  be  as  effectively  or  efficiently  met 
through  any  other  existing  program,  it  should  be  able  to  attract 
sufficient  numbers  of  clients. 

If  a  center  serves  fewer  than  the  number  of  clients  for 
which  it  was  constructed  over  an  extended  period  of  time,  it 
may  be  that : 


1.  the  center  is  too  large  for  the  population 
of  the  region  it  serves; 

2.  the  program  is  too  restricted  to  provide  the 
many  and  varied  programs  needed  by  the  client 
population  the  center  should  be  equipped  to 
offer ; 

3.  the  counselors  are  not  taking  proper  advan¬ 
tage  of  center  services  for  blind  persons; 

4.  potential  clients,  because  of  various  avail¬ 
able  incomes  such  as  SSI  or  SSDI,  do  not  want 
to  accept  services. 
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Because  of  increased  emphasis  on  problems  of  the  aging  and 
the  great  numbers  of  blind  persons  in  this  category,  rehabili¬ 
tation  centers  will  be  called  upon  to  provide  more  services  to 
this  group  in  the  future.  State  services  for  the  blind  must  be 
made  aware  of  the  contributions  that  rehabilitation  centers  can 
provide.  To  enable  centers  to  serve  people  who  are  less  apt  to 
have  vocational  potential  on  a  regular  basis  as  part  of  an  on¬ 
going  program,  there  should  be  insistence  for  legislation  which 
would  make  it  possible  to  fund  appropriate  programs. 

Persons  blind  since  youth  and  served  by  residential  schools 
or  outreach  programs  may  additionally  benefit  from  center  pro¬ 
grams.  Their  disability  situation  may  have  altered  or  they  may 
need  such  special  services  as  vocational  training  or  psycho¬ 
therapeutic  services  which  the  center  can  help  them  obtain. 

There  are  obstacles  which  sometimes  confront  blind  persons 
who  are  referred  for  center  services  by  sponsoring  agencies. 
These  include: 


1.  counselor  attitudes  toward  the  rehabilitation 
center  program; 

2.  counselor  awareness  and  understanding; 

3.  preference  for  clients  with  a  greater  degree 
of  remaining  vision,  whose  performance  is  more 
apt  to  bring  rewarding  results; 

4.  unrealistic  evaluation  of  earning  or  performance 
potential . 


Special  provision  should  be  made  for  visits  to  the  center  by 
potential  referees  who  are  reluctant  to  accept  services,  or  staff 
members  could  call  on  such  clients  at  home  if  such  need  is  indi¬ 
cated. 
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B.  Referral  Data  and  Intake  Procedure.  As  with  each  aspect 
of  rehabilitation  center  services,  the  intake  process  must  con¬ 
tribute  to  insuring  the  maximum  use  of  client  capabilities.  The 
intake  person  must  be  qualified  and  knowledgeable  about  center 
services,  consumer  population,  and  relevant  aspects  of  work  with 
the  blind. 

Referral  data  should  be  obtained  from  both  the  referring 
source  and  the  client  and  be  held  in  the  strictest  confidence. 
Such  information  should  be  both  complete  and  in-depth  to  permit 
setting  a  realistic  goal  for  the  trainee  and  to  help  expedite 
its  attainment.  The  client's  wishes  and  expectations  should  be 
carefully  documented  to  establish  realistic  goals. 

The  following  data  will  be  needed  for  each  client: 


1.  current  heal th- related  information: 

a.  an  up-to-date  eye  report  (more  recent  than  six 
montlis)  ,  noting  cause  of  sight  loss,  onset  of 
blindness,  acuities  at  both  near  and  far  dis¬ 
tance  with  and  without  correction,  and  intra¬ 
ocular  tensions  and  prognosis.  Recommended 
medical  procedure  and  examinations  and  the  date 
at  which  these  should  be  scheduled  should  be 
indicated. 

b.  an  audiological  and/or  otological  report  to 
determine  any  hearing  loss; 

c.  a  medical  report  (more  recent  than  one  year,  if 
there  is  no  indication  of  immediate  medical  con¬ 
cern)  which  relates  to  present  physical  condition 
and  to  past  physical  problems,  w ith  indication 

of  activity  restrictions  if  needed; 

d.  copies  of  all  previous  psychological  and/or 
psychiatric  reports,  requesting  a  current  report 
if  considered  advisable; 

e.  plans  made  with  the  client  and  referring  source 
regarding  provision  for  payment  of  health  care 
costs  above  those  provided  by  the  center;  this 
should  be  included  in  a  fee  schedule. 
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2.  personal  history,  including  the  most  extensive  iden¬ 
tification  information  it  is  possible  to  obtain: 

a.  name,  age,  and  sex; 

b.  educational  background; 

c.  rehabilitation  services  previously  received; 

d.  special  equipment  used  (electronic  or  optical 
aids) 

e.  pertinent  background  information  on  family  and 
personal  relationships ; 

f.  work  history,  including  all  Social  Security, 
Medicare,  Medicaid,  etc.  numbers; 

g.  financial  status  of  the  prospective  trainee  and 
his  family; 

h.  social  and  leisure  pursuits;  and 

i.  indication  of  mobility  skills 


The  client  should  be  fully  informed  about  all  the  services 
available  within  the  center  as  part  of  the  intake  process.  The 
client's  expectation  of  the  program  should  be  outlined.  The  pur¬ 
pose  of  the  intake  procedure  should  be  discussed  as  well  as  ad¬ 
mission  requirements.  Cost  of  the  service  and  the  means  of  pay¬ 
ment  should  be  decided  with  the  referring  agency.  Information 
about  personal  effects  and  clothing  should  be  provided.  The  de¬ 
gree  of  independence  possible,  available  community  recreation 
resources,  and  schedules  for  visiting  and  free  time  should  be 
described.  As  much  of  this  procedure  as  possible  should  be  com¬ 
pleted  before  the  end  of  the  first  week  of  the  program. 

It  should  be  stressed  that  clients  and  their  families  have 
the  right  to  examine  their  own  records  and  should  be  made  fully 
cognizant  of  the  information  contained  in  these  records.  All 
information  should  be  accurate,  complete,  and  compiled  in  accor¬ 
dance  with  relevant  legislation,  as  the  Rehabilitation  Act  of 
1973  and  its  amendments  stipulate. 


C.  Client  Evaluation.  A  clear  picture  of  client  strengths 
and  weaknesses  must  be  developed  to  help  both  client  and  staff 
establish  objectives  for  positive  change  upon  which  an  individu¬ 
alized  program  can  be  based.  This  can  be  accomplished  through: 

a.  social  evaluation  --  use  of  referral  material, 
interview,  and  observation; 

b.  psychological  evaluation  --  psychometric  testing, 
staff  observation,  and  consultation  with  a  psy¬ 
chologist  and/or  psychiatrist; 
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c.  medical  evaluation  --  general  medical, 
ophthalmological ,  audiological ,  and  other 
specialty  examinations,  including,  when  needed, 
low  vision  screening; 

d.  education  evaluation  --  case  records,  trans¬ 
cripts,  observations  in  teaching  areas,  and 
testing ; 

e.  vocational  evaluation  --  a  service  provided  in 
many  centers.  Elements  of  vocational  evalua¬ 
tion  are  found  through  psychological  and  work 
performance  testing,  teaching  area  observations, 
analysis  of  case  records,  and  special  tasks  as¬ 
signed  to  clients. 


1.  Client  Participation  in  Planning.  The  setting  of 
objectives  and  priorities  and  the  development  of  a  program  of 
services  must  be  accomplished  with  complete  client  participation. 

2.  Environment  for  Modeling.  The  client  should  be  en¬ 
couraged  to  observe  and  emulate  the  positive  characteristics  of 
staff  members  and  other  clients  who  can  serve  as  role  models, 
while  not  jeopardizing  his  own  individuality. 


D.  Client  Participation.  The  right  of  the  client  to  par¬ 
ticipate  in  planning  an  individualized  program  during  the  process 
should  be  recognized  and  consumer  input  should  be  considered  at 
the  earliest  interviews. 

Clients  should  be  encouraged  to  ask  questions  and  contribute 
opinions,  and  their  feelings  should  be  respected  at  all  times. 

A  client  advocate  whose  sole  function  is  to  be  to  make  certain  the 
client's  wishes  are  understood  and  feelings  considered  may  some¬ 
times  be  called  upon  to  represent  an  inarticulate  client  at  staff¬ 
ing  sessions. 

Working  with  clients  individually  rather  than  in  groups  may 
initially  be  desirable.  This  minimizes  the  client's  tendency  to 
judge  his  individual  performance  against  what  others  can  do.  A 
non-competitive  and  relaxed  atmosphere  promotes  better  learning 
possibilities.  When  the  client  can  have  the  instructor's  undivid¬ 
ed  attention  on  the  first  day  of  the  program  his  self-assurance 
as  a  person  of  importance  and  concern  to  all  staff  is  emphasized. 
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At  an  appropriate  stage  in  the  client’s  development,  more  com¬ 
petitive  circumstances  may  be  necessary  to  provide  motivation 
and  realistic  experiences. 

Difficulties  do  exist  with  an  individualized  approach, 
obviously,  a  line  must  be  drawn  between  allowing  the  client  to 
participate  in  program  planning  and  recognizing  the  staff  as 
responsible,  experienced  professionals.  The  dilemma  might  be 
solved  by  urging  client  participation  in  all  program  areas  dur¬ 
ing  an  initial  evaluation  period  that  might  range  from  a  week 
to  a  month,  depending  on  the  individual. 

Experience  suggests  that  a  recently  blinded  person  may  not 
be  in  a  position  to  know  what  the  most  appropriate  activities 
are  without  trying  them.  The  opportunity  must  be  arranged  to 
make  possible  a  truly  informed  choice. 

Providing  an  individualized  program  for  each  client  ob¬ 
viously  takes  considerable  staff  awareness  and  skill  in  simul¬ 
taneously  offering  clients  support  and  challenging  them  to 
achieve  optimum  potential. 

The  consumer's  role  in  program  evaluation  is  not  fully 
understood  or  entirely  accepted.  However,  the  client's  subjec¬ 
tive  value  judgments  are  important;  the  client  alone  can  measure 
the  worth  of  programs  in  light  of  personal  and  vocational  goals, 
or  identify  needs  and  determine  how  well  they  are  met.  Only 
very  competent  and  secure  counselors  and  agencies  have  taken 
much  action  to  implement  such  client  participation.  The  recent 
amendments  to  the  Vocational  Rehabilitation  legislation  have 
rather  suddenly  given  the  consumer  definite  rights  in  this  area, 
and  agencies  are  only  beginning  to  cope  with  this  development. 

The  current  emphasis  on  consumer  involvement  is  part  of  a 
larger  concern  in  government  for  program  accountability,  cost- 
benefits  ratios,  and  service  effectiveness.  This  concern  seems 
only  right  since  those  individuals  who  have  the  most  at  stake 
should  be  assured  of  adequate  input,  evaluation,  and  participa¬ 
tion  in  programs  which  are  designed  to  touch  their  lives  in  vital 
and  meaningful  ways . 

At  another  level,  the  consumer  is  the  object  of  studies  and 
evaluations  to  measure  client  change.  This  may  simply  involve 
functional  evaluations  to  measure  improved  skill  levels  after 
completion  of  center  services  or  more  comprehensive  study  through 
service  outcome  measurement  projects.  The  primary  emphasis  here 
is  in  measuring  client  change  rather  than  on  obtaining  subjective 
evaluations  from  the  consumer.  Data  is  collected  and  in  turn 
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studied,  assimilated,  and  analyzed  by  those  who  have  the  prere¬ 
quisite  knowledge  and  experience  for  the  purpose. 

The  information  obtained  from  the  consumer  in  these  two 
areas  enables  the  staff  to  formulate  opinions  and  make  recom¬ 
mendations  for  the  improvement  of  program  activities. 

The  exit  interview  is  a  simple  and  effective  way  of 
involving  the  consumer  in  program  evaluation.  An  impartial  per¬ 
son  should  conduct  the  interview  shortly  before  termination  of 
the  training  period.  Questions  should  pertain  to  all  the  servi¬ 
ces  received  at  the  center.  The  client  should  be  advised  of 
this  opportunity  for  eventual  input  when  he  first  arrives  at 
the  center  and  again  a  few  days  before  the  actual  interview. 

This  will  give  him  an  opportunity  to  make  mental  notes  during 
his  program  and  to  some  extent  prepare  for  the  interview. 

Whatever  method  is  used  to  elicit  and  gather  information 
from  consumers  regarding  program  effectiveness,  the  consumer 
must  feel  free  to  express  his  candid  opinions  without  fear  of 
adverse  reaction  by  agency  or  rehabilitation  center  staff.  For 
this  reason,  the  consumer  should  be  allowed  to  remain  anonymous 
if  he  chooses,  and  be  encouraged  to  be  candid  without  concern  of 
jeopardizing  future  services  from  the  agency.  Honest  consumer 
input  and  feedback  can  provide  center  staff  with  information 
that  will,  over  a  period  of  time,  reveal  patterns  which  identify 
program  strengths  as  well  as  program  needs  and  deficiencies. 


E.  Program  Responsiveness  to  Individual  Needs.  Whenever 
one  attempts  to  provide  services  for  a  number  of  people,  there 
is  a  temptation  to  structure  and  systematize  procedures  in  order 
to  operate  more  "efficiently.”  There  is  often  an  assumption  that 
individual  differences ' Will  not  affect  the  nature  of  the  service 
or  that  in  many  ways  all  clients  are  alike.  Rebuttal  is  provided 
by  the  experience  of  many  rehabilitation  centers  for  the  blind. 
When  the  goal  is  adjustment  to  problems  of  blindness,  over¬ 
systematization  can  become  highly  destructive. 

There  is  a  common  body  of  skills  useful  to  most  visually 
handicapped  persons  and  the  teaching  of  these  follows  more  or 
less  standardized  methodologies.  It  is  the  process  of  integrating 
those  skills  into  a  life  style  freely  chosen  by  the  individual 
that  must  be  considered.  In  a  sense,  the  rehabilitation  center 
is  a  toolroom  from  which  the  client  selects  those  tools  which  he 
is  expected  to  find  most  useful . 
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The  most  difficult  area  for  rehabilitation  is  not  the  simple 
teaching  of  skills  but  the  process  of  enabling  newly  blind  persons 
to  construct  or  reconstruct  a  life  style.  The  newly  blind  person 
comes  to  blindness  as  a  sighted  person,  with  all  the  stereotyped 
judgments  of  the  sighted  world,  of  which  he  was  recently  a  part. 
Staff  who  work  with  a  number  of  visually  handicapped  persons  will 
inevitably  form  a  concept  of  an  idealized  life  style,  and  the 
temptation  to  impose  that  life  style  on  one’s  clients  must  be 
resisted.  (Aside  from  the  obvious  argument  that  one  cannot  es¬ 
tablish  a  common  life  style  for  any  group  of  people  as  diverse 
as  the  visually  handicapped,  one  should  seriously  consider  the 
moral  question  of  whether  it  is  proper  to  impose  a  life  style  on 
anyone,  even  when  it  is  considered  to  be  for  his  own  good.  The 
rise  of  consumerism  is  a  direct  response  to  this  moral  question.) 

Intake  policy  should  look  for  ways  to  include  nearly  all 
referred  clients  in  the  programs  rather  than  setting  up  obstacles 
which  make  inclusion  difficult.  It  is  necessary  to  come  to  terms 
with  the  requirements  of  a  number  of  handicaps  in  addition  to 
blindness.  The  specific  handicapping  condition  may  in  itself 
pose  a  minor  problem,  but  side  effects  which  often  accompany  it 
may  prove  to  be  the  major  problem.  The  center  must  be  prepared 
to  deal  with  the  special  problems  of  multiply  handicapped  indi¬ 
viduals. 

Staff  must  be  encouraged  to  be  innovative,  creative,  and 
flexible  in  modifying  their  subject  areas  to  meet  the  specific 
needs  of  individual  clients  and  the  particular  demands  imposed 
by  a  variety  of  handicaps.  There  must  exist  real  respect  for 
the  unique  capabilities  of  each  staff  member  and  to  encourage 
individual  differences  and  free  expression.  Where  such  flexibil¬ 
ity  is  evident,  clients  feel  free  to  value  their  own  differences 
and  express  their  own  needs. 


F.  The  Basic  Curriculum  of  the  Rehabilitation  Center.  There 
is  considerable  variety  among  the  different  rehabilitation  centers 
for  the  blind,  in  size,  age,  and  type  of  client  population,  con¬ 
stitution  and  number  of  staff,  and  services.  Some  centers  are 
residential  and  others  serve  only  day  clients.  Courses  offered 
across  the  country  also  vary  considerably.  In  general,  the  dif¬ 
ferences  are  related  to  demands  for  service  and  the  availability 
of  resources  in  response  to  needs. 

The  suggestions  for  curricula  given  here  should  all  be  in¬ 
cluded  in  center  programming  but  should  not  be  considered  to  be 
all-inclusive.  Innovative  programs  are  constantly  being  developed 
to  meet  new  challenges.  This  section  should  be  regarded  as  a 
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springboard  for  developing  new  curricula  rather  than  as  a  final 
statement . 


1.  Skill  Development.  The  basic  adjustment  program  of 
any  rehabilitation  center  for  the  blind  includes,  but  is  not  lim¬ 
ited  to  the  courses  described  below.  It  should  be  understood 
that  the  actual  program  for  a  specific  client  may  vary,  depending 
on  individual  needs  and  objectives. 


a.  Personal  Management  --  The  client  must  learn 
self  reliance  in  the  requirements  of  daily 
living  at  home  and  in  work  or  social  settings, 
to  whatever  degree  is  possible.  Suggested  areas 
of  instruction  include  personal  hygiene  and 
grooming,  clothing  care  and  management,  child 
care,  nutrition,  sewing,  food  preparation  and 
meal  management,  eating  techniques,  housekeeping 
techniques,  and  money  identification.  Clients 
must  be  provided  with  whatever  appliances, 
devices,  and  utensils  are  needed  to  meet  the 
course  requirements.  Individual  instruction  is 
needed  in  Personal  Management  techniques ,  and 
there  should  be  client  group  discussion  of 
common  problems. 

b.  Communication  Skills  --  The  client  shall  be  pro¬ 
vided  with  the  means  for  self-expression  and 
interaction  with  others.  Instruction  may  include 
braille,  braille  writing  aids,  use  of  electronic 
devices,  script  writing,  typewriting,  telephone 
dialing,  and,  on  occasion,  the  abacus.  Emphasis 
should  be  placed  on  listening  and  non-verbal 
communication  skills  (kinesis).  Clients  should 
be  made  aware  of  whatever  aids  and  appliances 
are  available  and,  when  appropriate,  be  given 
instruction  in  their  use. 

c.  Orientation  and  Mobility  --  Instruction  should 
be  provided  to  enable  the  client  to  establish 
accurate  orientation  with  the  objects  and  places 
within  the  environment.  The  client  must  learn 
to  travel  beyond  the  limits  of  the  home  and  im¬ 
mediate  surroundings.  The  course  includes  in¬ 
struction  in  protective  techniques,  indoor  and 
outdoor  orientation  to  the  environment  through 
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sensory  development,  travel  training  and  prac¬ 
tice  in  residential,  business,  and  rural  indoor 
and  outdoor  areas,  with  emphasis  on  using  public 
transportation.  Appropriate  aids  include  a  long 
cane  for  touch  travel  techniques,  sonic  devices, 
and  proper  use  of  a  sighted  guide.  The  applica¬ 
bility  of  the  aid  is  best  determined  jointly  by 
the  client  and  instructor. 

d.  Home  Mechanics  --  The  client  must  learn  that 
loss  of  vision  does  not  preclude  skillful  use 
of  hands  to  produce  or  repair.  Home  repair  and 
other  manual  skills,  arts  and  crafts,  and  pre- 
vocational  shop  training  all  contribute  to  this 
objective.  A  Home  Mechanics  course  may  include 
such  activities  as  safe  and  effective  techniques 
for  changing  fuses  and  resetting  circuit  breakers 
changing  light  bulbs,  hanging  pictures,  repairing 
faucets,  replacing  electrical  plugs,  unplugging 
drains,  and  making  different  household  repairs. 
Some  centers  augment  this  skill  development 
through  arts  and  crafts  and  shop  classes  teaching 
the  use  of  hand  and  power  tools. 

e.  Physical  Conditioning  --  The  client  should  learn 
how  to  maintain  good  muscle  tone,  weight  control, 
coordination,  and  general  physical  well-being. 

The  physical  conditioning  class  should  have  equip 
ment  to  provide  whatever  general  or  remedial  exer 
cise  program  is  appropriate  as  determined  through 
medical  consultation  for  maintenance  or  improve¬ 
ment  of  the  client's  physical  condition. 

f.  Social  and  Recreational  programs  --  Social  and 
recreational  activities  should  be  planned  to  pro¬ 
vide  realistic  and  relevant  experiences  that  will 
enable  the  client  to  participate  effectively  in 
such  activities.  Courses  should  include  material 
on  interpersonal  relationships,  etiquette,  social 
amenities,  techniques  for  moving  freely  in  a 
crowd,  and  ease  in  using  volunteers  in  all 
situations . 


Room  for  a  social  center  might  be  set  aside  as  a  place  where 
clients  can  seek  out  and  interact  with  individuals  having  similar 
interest.  Such  centers  provide  a  haven  where  the  client  who  finds 
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it  impossible  or  difficult  to  integrate  with  the  sighted  world, 
is  accepted  and  can  participate  on  equal  terms  with  others  who 
have  similar  limitations.  Programs  for  such  informal  meeting 
places  might  be  planned,  depending  on  membership  interests,  to 
include  recreational  activities,  central  referral  services,  and 
planned  social  events.  They  are  often  the  base  for  the  organi¬ 
zation  of  consumer  groups. 

Community  service  recreation  programs  offer  additional 
opportunities  for  participation  by  the  visually  impaired  through 
summer  camps,  day-care  centers,  music  clubs,  arts  and  crafts 
classes,  literary  groups,  and  a  variety  of  sporting  activities 
including  golf,  skiing,  and  bowling. 


2.  Attitudinal  Development.  The  general  public's 
perception  of  blindness  both  protects  and  restricts  blind  persons 
from  fully  participating  in  the  life  of  their  communities.  If 
the  blind  person  is  to  develop  feelings  of  equality,  adequacy  and 
independence,  his  attitudes  must  be  developed  into  a  more  posi¬ 
tive  concept  of  self. 

This  process  should  include: 

a.  individual  and  group  counseling  to  assess  social 
and  personal  impact  and  the  development  of  a 
positive  and  sound  self-perception  and  personal 
approach  to  society; 

b.  instruction  about  laws  affecting  blindness  which 
relate  to  the  client  in  his  home  community  and 
the  legal  rights  and  obligations  of  blind  per¬ 
sons,  to  point  out  the  legal  endorsement  of  the 
right  to  be  different. 


3.  Interrelationship  with  the  Public.  The  rehabilita¬ 
tion  center  must  reinforce  the  client's  relationships  with  the 
public  and  help  him  make  contacts  and  acquire  proficiencies  in 
social  activities  which  will  prepare  him  for  full  participation 
as  a  member  of  his  community. 


G.  Special  Services  Curricula.  Geographic  location,  popu¬ 
lation  density  and  characteristics,  kind  of  community,  and  local 
unmet  needs  often  require  the  rehabilitation  center  to  develop 
special  purpose  curricula.  These  are  usually  designed  to  meet 
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specific  needs  and  may  run  concurrent  with  the  basic  adjustment 
program  or  be  built  into  it.  Such  curricula  will  vary  according 
to  individual  client  abilities  and  needs. 


1.  Community  Services .  A  wide  range  of  activities, 
from  blindness  prevention  and  case  finding  through  advocacy  and 
home  service  activities,  is  included.  Some  are: 


a.  Itinerant  Teaching  --  An  itinerant  rehabilita¬ 
tion  and  orientation  and  mobility  teaching  pro¬ 
gram  would  make  available  needed  services  to 
those  individuals  who,  because  of  personal, 
physical,  or  other  reasons,  are  unable  to  at¬ 
tend  a  comprehensive  rehabilitation  training 
program  at  the  rehabilitation  center.  Orien¬ 
tation  and  mobility  instruction  would  be  limi¬ 
ted  to  travel  within  the  client’s  immediate 
neighborhood,  since  no  long-term  continuous 
instruction  could  be  possible.  The  sequence  of 
instruction  will  remain  the  same  as  at  the  cen¬ 
ter  with  necessary  omissions  and  adaptations. 

b.  Rehabilitation  Teaching  --  The  components  of  the 
rehabilitation  teaching  program,  as  offered  on 
an  itinerant  basis,  might  include  all  the  mater¬ 
ial  from  the  Personal  Management,  Communications, 
and  Orientation  phase  of  the  center  program.  In 
addition,  the  rehabilitation  teacher  might  be 
called  on  to  provide  some  individual  instruction. 
Here  again,  the  contact  will  be  intermittent, 
with  long  periods  between  visits.  Some  agencies 
have  conducted  group  courses  for  visually  impaired 
people  in  their  own  communities  in  subjects  that 
lend  themselves  to  this  kind  of  instruction.  Most 
teaching,  however,  is  done  in  the  client's  home, 
using  the  client’s  own  household  equipment. 

c.  Remedial  or  Adult  Education  --  A  variety  of 
single-purpose  educational  programs,  such  as 
English  as  a  second  language,  remedial  mathematics, 
reading  courses,  preparation  for  civil  service 
examinations,  or  a  simulated  college  orientation 
experience  are  within  the  designation  considered 
here.  These  programs  are  usually  adjuncts  to  the 
basic  adjustment  program  of  the  center. 
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Consumer  Reinforcement  Services  --  Intended  to 
advance  the  ability  of  the  client  to  function  in 
a  competitive  world,  such  support  services  in¬ 
clude  client  organizations  or  consumer,  family, 
or  advocacy  groups  which  might  be  made  up  of 
consumers  and/or  their  supporters.  These  ser¬ 
vices  may  be  separate  from  the  rehabilitation 
center  or  be  supported  in  part  by  the  center 
through  staff  consultation,  membership,  or 
provision  of  a  meeting  place. 


Low  Vision  Aid  Traini 
is  designed  to  assist 
partial  vision  to  obt 
use  from  stock  or  pre 
Training  is  preceded 
nation  with  a  prescri 
corrective  aid  and  an 
near  and  distance  aid 
ted  that  low  vision  a 
participation  in  prog 
their  use  could  have 
Training  in  their  use 
quent  checks  made  to 
employment . 


ng  --  Low  vision  training 
the  client  with  existing 
ain  the  best  functional 
scription  low  vision  aids, 
by  ophthalmological  exami- 
ption  of  an  appropriate 
optometric  evaluation  for 
s.  It  is  strongly  sugges- 
ids  be  obtained  prior  to 
ram  because  of  the  impact 
on  the  client’s  performance. 

should  be  given  and  subse- 
assure  their  effective 


f.  Health  Services  --  Medical  maintenance,  treat¬ 
ment,  and  training  in  hygiene  and  nutrition 
should  be  provided  to  the  degree  approximate, 
as  well  as  instruction  in  proper  use  of  appro¬ 
priate  medical  aids  and  appliances.  Clients 
should  be  informed  about  low  vision  services 
and  aids  when  appropriate.  Channels  should  be 
provided  to  the  client  through  which  help  can 
be  obtained  for  dealing  with  personal  emotional 
problems.  The  center  environment,  individual 
counseling  and  guidance,  group  meetings,  and 
psychological  or  psychiatric  consultations  can 
all  contribute  significantly  in  helping  the 
client  learn  to  handle  such  problems. 


g.  Legislative  Information  --  The  client  should  be 
informed  of  existing  legislation  concerning  the 
visually  impaired,  including  blind  veterans. 

The  center  should  assemble  facts  regarding 
pertinent  legislation  for  explanation  to  its 
clients  and  data  relating  to  other  benefits  and 
resources . 
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h.  Services  for  the  Multiply  Handicapped  --  The  ob¬ 
jective  of  programs  at  the  rehabilitation  center 
is  to  bring  these  multiply  handicapped  clients 
to  a  level  of  functioning  that  will  enable  them 
to  live  independently  and  function  as  contribu¬ 
ting  members  of  society,  in  competitive  or  shel¬ 
tered  employment  or  as  homemakers,  to  the  extent 
possible . 

The  components  of  service  involved  in  these 
special  programs  are  as  varied  as  the  impairments 
that  exist.  They  could  use  the  services  of  psy¬ 
chologists,  social  workers,  speech  pathologists, 
audiologists,  physical  therapists,  occupational 
therapists,  special  educators,  rehabilitation 
teachers,  vocational  evaluators,  orientation  and 
mobility  instructors,  and  placement  people. 

Recent  legislation  pertaining  to  the  rights  of 
each  individual  to  obtain  an  education  has  fos¬ 
tered  the  development  of  many  educational  pro¬ 
grams  outside  the  public  education  system.  These 
provide  educational  opportunities  to  multiply 
handicapped  individuals  who  would  be  disruptive, 
or  who  could  not  manage.  Such  programs  would 
apply  to  multiply  handicapped  adults  as  well  as 
to  children.  Local  school  districts  often  con¬ 
tract  with  private  agencies  to  provide  education¬ 
al  services  to  this  population,  which  requires 
adaptive  equipment  and  a  variety  of  professional 
services . 

In  addition  to  providing  center  services  for  the 
client's  integration  into  the  community,  the  com¬ 
munity  itself  must  be  educated  to  accept  and  help 
the  person  who  will  be  placed  within  it.  Members 
of  regular  center  staff  or  special  staff  from 
another  area  of  the  agency  must  be  alert  to 
client  needs  here  and  determine  how  they  can  best 
be  met. 

i.  Services  for  the  Geriatric  Client  --  The  major 
goal  of  geriatric  services  is  to  provide  older 
visually  impaired  individuals  with  skills  and 
habit  changes  that  will  enable  them  to  live  iTDre 
independently  in  their  own  communities. 
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Opportunities  to  learn  skills  in  Personal  Man¬ 
agement,  Communications,  and  Orientation  and 
Mobility  are  necessary  to  ensure  the  individual's 
ability  to  handle  daily  personal  needs. 

It  is  important  for  the  older  blind  person  to  be 
able  to  receive  health  maintenance  education,  to 
arrange  for  periodic  health  evaluations,  know 
how  to  identify,  diagnose,  and  treat  health  prob¬ 
lems,  or  know  when  to  obtain  professional  help 
in  doing  so;  to  have  access  to  central  emergency 
and  referral  services,  to  be  familiar  with  and 
to  follow  a  regimen  for  maintaining  good  nutri¬ 
tion  and  physical  conditioning. 

To  fill  leisure  time,  the  clients  should  know 
about  and  use  community  resources  for  activities 
compatible  with  their  interests  and  abilities. 
Programs  often  include  opportunities  for  recrea¬ 
tional,  avocational,  and  even  vocational  pursuits. 

Financial  counseling  is  often  required  to  assist 
the  client  through  the  maze  of  regulations  in¬ 
volved  in  Social  Security  and  medical  services. 

The  older  visually  impaired  adult  requires  certain 
personal  support  services  on  a  regular  basis. 

Such  home  help  services  are  usually  provided  by 
neighbors  and  friends  who  are  close  at  hand.  The 
older  adult  who  has  recently  experienced  sight 
loss  or  impairment  usually  finds  it  difficult  to 
accept  even  this  degree  of  dependency.  This  sit¬ 
uation  requires  careful  and  sympathetic  attention 
by  volunteers  and  friends.  This  service  can  also 
be  provided  through  home  help  agencies  providing 
"wheels  on  meals,"  transportation,  cleaning,  etc. 

j.  Work  Evaluation  --  Prevocat ional  training  programs, 
which  are  included  among  the  services  of  some  cen¬ 
ters,  develop  readiness  for  vocational  training 
or  direct  placement,  taking  into  consideration 
the  highest  level  of  the  client's  capabilities. 

The  work  sample  approach  is  sometimes  employed 
as  supplement  to  paid  work  situations.  Instruc¬ 
tion  is  usually  given  on  an  individual  basis,  and 
work  tolerance,  behavior,  and  attitudes  are  mea¬ 
sured  in  relation  to  the  levels  required  for  both 
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vocational  programs  and  competitive  employment. 
Centers  sometimes  use  prevocational  training  to 
acquaint  clients  with  alternate  goal  possibili¬ 
ties  and  to  help  them  reach  a  level  of  compe¬ 
tence  which  would  make  such  goals  become  rea¬ 
listic  objectives.  Participation  in  such  pro¬ 
grams  would  depend  on  the  results  of  diagnostic 
evaluation  designed  to  predict  work  behavior  and 
vocational  potential  through  use  of  testing  and 
observation  techniques. 

Preparation  for  professional,  technical,  busi¬ 
ness,  trade,  or  skill  training  are  some  of  the 
many  vocational'  goals  that  are  possible  through 
appropriate  preparation  in  a  prevocational  pro¬ 
gram. 


2.  Vocational  Training .  Vocational  training  is  intended 
to  provide  the  blind  client  with  an  opportunity  to  develop  skills 
which  will  permit  active  competition  in  the  regular  labor  market. 
However,  definitive  vocational  training  for  specific  occupations 
should  be  the  responsibility  of  a  regular  vocational  school. 

Vocational  services  offered  by  the  rehabilitation  center 
usually  begin  with  diagnostic  testing  of  intelligence,  personality 
aptitude,  previous  work  history,  and  interests.  This  is  usually 
followed  by  a  pre -vocational  evaluation  to  assess  vocational  poten 
tial  and  work  behavior  that  will  facilitate  selection  of  occupa¬ 
tions  in  which  the  client  has  the  best  chance  to  compete  and  which 
would  interest  him. 

The  work  sample  approach  is  sometimes  employed,  in  addition 
to  the  use  of  paid  work  situations.  Instruction  is  usually  given 
on  an  individual  basis,  and  work  tolerance,  behavior,  and  attitude 
are  measured  in  relation  to  the  levels  required  in  vocational  pro¬ 
grams  and  in  competitive  employment. 

/ 

Vocational  programs  do  exist  in  some  rehabilitation  centers. 
They  generally  include  occupations  that  are  traditionally  identi¬ 
fied  with  the  blind.  Serious  consideration  should  be  given  to 
the  feasibility  of  extending  and  sustaining  additional  occupation¬ 
al  opportunities,  recognizing  that  many  other  training  programs 
are  open  to  all  individuals,  not  only  to  the  blind. 

The  successful  outcome  of  any  vocational  service  is  placement 
in  employment  at  the  highest  level  of  client  competency.  Place¬ 
ment  efforts  should  be  made  with  boldness  and  imagination. 
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H.  Affirmative  Action.  The  government's  effort  to  place 
more  handicapped  workers  Tn  the  labor  market  should  create 
greater  demand  for  rehabilitation  center  services.  Industries 
having  certain  government  contracts  must  hire  a  certain  percen¬ 
tage  of  handicapped  persons.  The  competitive  market  will  natur¬ 
ally  prefer  the  person  who  is  qualified  to  carry  out  the  respon¬ 
sibilities  required  by  the  job,  and  the  untrained  person  has 
minimal  chance  of  succeeding.  The  training  and  personal  adjust¬ 
ment  services  provided  by  the  rehabilitation  center  are  important 
in  helping  the  prospective  employee  function  to  his  best  ability. 

The  Affirmative  Action  Plan  presents  greater  challenges  to 
rehabilitation  center  programs.  Centers  must  be  prepared  to 
change,  improve,  or  develop  their  existing  pre- vocational  train¬ 
ing  programs  to  make  possible  the  best  preparation  for  definitive 
vocational  training  of  the  client.  Without  such  preparation,  the 
blind  person  will  be  less  able  to  perform  in  on-the-job  training 
positions  in  the  competitive  labor  market,  because  industry  will 
not  be  prepared  to  provide  the  blind  with  the  individualized  in¬ 
struction  that  will  allow  for  success.  Industry  will  require 
that  the  person  be  able  to  take  his  place  by  the  side  of  sighted 
workers,  after  the  normal  break-in  time.  To  make  this  possible, 
rehabilitation  center  vocational  service  programs  must  be  prepared 
to  provide  the  additional  program  input  that  will  enable  the  blind 
person  to  reach  the  point  where  he  is  ready  for  vocational  train¬ 
ing. 


The  impact  the  Affirmative  Action  Plan  has  on  rehabilitation 
centers  will  be  determined  by  the  efforts  made  to  meet  its  re¬ 
quirements.  The  competitive  labor  market  may  agree  to  serve 
handicapped  persons  as  long  as  it  does  not  experience  monetary 
loss.  Because  the  market  insists  that  its  employees  be  properly 
prepared,  the  rehabilitation  centers  will  be  pressed  to  meet  de¬ 
mands  for  qualified  personnel. 

The  possibilities  are  less  promising  for  the  more  severely 
and  multiply  handicapped  blind  person  than  for  other  visually 
impaired  clients.  Placing  these  individuals  will  never  be  easy. 
They  often  need  special  equipment  and  adapted  tools.  While  the 
competitive  market  will  usually  accept  use  of  these  special  aids 
businesses  have  neither  the  time  nor  background  knowledge  to  train 
the  employee  in  their  use.  This  is  the  job  of  the  rehabilitation 
center,  and  if  this  portion  of  our  population  is  to  be  part  of  the 
Affirmative  Action  Plan,  the  rehabilitation  center  will  find  de¬ 
mands  for  its  services  increasing. 

Both  the  center  and  referring  counselors  should  establish  a 
priority  in  adjusting  programs  to  serve  multiply  handicapped 
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persons  in  such  a  way  as  to  enable  them  to  take  better  advantage 
of  the  possibilities  inherent  in  the  Affirmative  Action  Plan. 


I.  Program  Completion  and  Follow-Up.  A  written  final  re¬ 
port  should  be  compiled  when  center  services  have  been  completed. 
This  should  include: 

1.  The  initial  status  of  the  client. 

2.  Goals  that  had  been  set. 

3.  Services  that  were  rendered. 

4.  Client  status  at  the  termination  of  services. 

5.  The  extent  to  which  the  goals  were  met. 

The  report  should  be  based  on  a  consensus  of  all  appropriate 
staff  and  the  client.  It  should  be  completed  within  two  weeks 
after  the  completion  of  the  program  with  allowance  for  time  for 
client  input  before  returning  home. 

A  follow-up  in  the  home  community  after  the  individual  has 
left  the  center  will  be  of  decided  value.  It  should  take  place 
from  three  to  six  months  following  termination  of  the  program. 

By  then  the  client  will  have  had  the  opportunity  to  put  his  ex¬ 
perience  and  training  into  perspective,  which  may  not  be  possi¬ 
ble  in  a  training  setting. 

A  more  formal  evaluation  is  often  conducted  by  the  program 
evaluation  division  of  the  state  agency  and  usually  includes  case 
review,  feedback  from  agency  field  staff,  and  service  outcome 
measurement,  in  addition  to  evaluation  of  the  program  provided 
by  the  rehabilitation  center.  The  evaluations  will  thus  involve 
all  aspects  of  the  rehabilitation  service  provided  to  the  client. 
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NATIONAL  WORKSHOP  ON  REHABILITATION  CENTERS 


COMMITTEE  I:  DEFINITION  (description  of  a  rehabilitation  center) 


CHAIRMAN:  Harry  Hayes,  Director 

Division  of  Services  for  the  Blind  and  Visually 
Handicapped 
State  Office  Building 
Topeka,  Kansas  66612 
(913)  296-4454 


Merlyn  Bolen,  Coordinator 

Program  for  the  Blind  and  Visually  Impaired 

Rehabilitation  Institute 

3011  Baltimore  Avenue 

Kansas  City,  Missouri  64108 

(816)  753-4600  -  Ext.  357  or  359 


Louis  G.  Strickland 

Coordinator  of  Adjustment  Services 

Addie  McBryde  Rehabilitation  Center  for  the  Blind 

P.  0.  Box  5314 

Jackson,  Mississippi  39216 

(601)  354-6428 


Whit  Springfield,  Director 

South  Carolina  Adult  Training  Center 

c/o  Henry  Watts,  Executive  Director 

Commission  for  the  Blind 

1400  Main  Street 

Columbia,  South  Carolina  29201 

(803)  758-2595 


John  Davis 

Director,  Rehabilitation  Services 
Center  for  the  Blind 
220  West  Upsal  Street 
Philadelphia,  Pennsylvania  19119 
(215)  GE  8-0114 


53 


COMMITTEE  II:  STAFF  DEVELOPMENT 


CHAIRMAN:  Gerald  W.  Mundy ,  Ed.D. 

Director  of  Rehabilitation 

William  A.  Proctor  Center 

Clovernook  Home  and  School  for  the  Blind 

7000  Hamilton  Avenue 

Cincinnati,  Ohio  45231 

(513)  522-3860 


W.  Payton  Kolb,  M.D. 

Psychiatric  Consultant 
Arkansas  Enterprises  for  the  Blind 
2811  Fair  Park  Boulevard 
Little  Rock,  Arkansas  72204 


Lowell  Holland,  Supervisor 

Kansas  Rehabilitation  Center  for  the  Blind 

2516  West  6th  Street 

Topeka,  Kansas  66606 

(913)  296-3311 


Carl  McCoy,  Administrator 
Rehabilitation  Center 
111  Willis  Street 
Daytona  Beach,  Florida  32014 
(904)  252-4722 
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COMMITTEE  III:  CURRICULUM  IN  REHABILITATION  CENTERS 


CIIAIR?TAN:  Douglas  Inkster,  Ed.D.,  Director 

Center  for  Independent  Living 
310  East  15th  Street 
New  York,  New  York  10003 
(212)  674-7580 


Lyle  II.  Thume ,  Director 
Blind  Services  Program 
Rehabilitation  Institute 
261  Mack  Boulevard 
Detroit,  Michigan  48201 
(313)  494-9707 


Allan  Jenkins,  Director 
Orientation  Center  for  the  Blind 
400  Adams  Street 
Albany,  California  94706 
(415)  527-0227 


John  Malamazian,  Chief 
Central  Rehabilitation  Section  for 
the  Blind  and  Visually  Impaired 
Veterans  Administration  Hospital 
Hines,  Illinois  60141 


Leon  Klein 

Director,  Vocational  Rehabilitation 

The  Jewish  Guild  for  the  Blind 

15  West  65th  Street 

New  York,  New  York  10023 

(212)  595-2000 
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COMMITTEE  IV:  CLIENTS  AND  SERVICES 


CHAIRMAN:  Harold  Richterman 

Coordinator  of  Rehabilitation  Services 
National  Industries  for  the  Blind 
2020  Jericho  Turnpike 
New  Hyde  Park,  New  York  11040 
(516)  328-7722 


Floyd  Qualls 
Executive  Manager 
Oklahoma  League  for  the  Blind 
106  N.E.  Second  Street 
Oklahoma  City,  Oklahoma  73104 
(405)  2 32-4644 


John  Fiorino,  Director 
Virginia  Rehabilitation  Center 
for  the  Blind 
401  Azalea  Avenue 
Richmond,  Virginia  23227 
(804)  770-7451 


H.  Smith  Shumway,  Director 

Services  for  the  Visually  Handicapped 

State  Department  of  Education 

State  Office  Building  West 

Cheyenne,  Wyoming  82001 

(307)  777-7279 
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COMMITTEE  V 


PROGRAM  EVALUATION 


CHAIRWOMAN:  Mary  K.  Bauman,  Director 

Nevil  Interagency  Referral  Service,  Inc. 
919  Walnut  Street  -  Room  400 
Philadelphia,  Pennsylvania  19107 
(215)  627-3501 


Harry  D.  Vines,  Administrator 

Office  for  the  Blind  and  Visually  Handicapped 

1801  Rebsamen  Park  Road 

P.  0.  Box  3781 

Little  Rock,  Arkansas  72203 
(501)  371-1501 


William  Ollila 

Coordinator  of  Rehabilitation  Services 
Rehabilitation  Center  for  the  Blind 
800  W.  Ave.  North 
Sioux  Falls,  North  Dakota  57102 
(605)  339-6585 


Melvin  Saterbak 

Director  of  Professional  Services 
Minneapolis  Society  for  the  Blind,  Inc. 
1936  Lyndale  Avenue  South 
Minneapolis,  Minnesota  55403 
(612)  871-2222 


William  York,  Administrator 

Criss  Cole  Rehabilitation  Center  for  the  Blind 
4800  North  Lamar  Boulevard 
Austin,  Texas  78756 
(512)  454-4721 
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COMMITTEE  VI:  FUNDING  AND  PURCHASE  OF  SERVICES 


CHAIRMAN:  Roy  Kumpe ,  Executive  Director 

Arkansas  Enterprises  for  the  Blind,  Inc. 
2811  Fair  Park  Boulevard 
Little  Rock,  Arkansas  72204 
(501)  664-7100 


John  F.  Mungovan  (retired) 

22  Martin  Road 

Milton,  Massachusetts  02186 


Thomas  Ryan,  Executive  Director 
Sacramento  Society  for  the  Blind 
2750  Twenty- Fourth  Street 
Sacramento,  California  95818 
(916)  452-8271 


Emil  A.  Honka,  Administrator 
Visual  Services  Division 
P.  0.  Box  1723 
Helena,  Montana  59601 
(406)  449-3434 


Michael  Parker,  Ph.D. 

Director  of  Rehabilitation 

Educational  Services 

New  York  Association  for  the  Blind 

111  East  59th  Street 

New  York,  New  York  10022 

(212)  EL  5-2200 
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COMMITTEE  VII:  STANDARDS 


Mr.  Frank  Smith,  Director 
Rehabilitation  Center 
Idaho  Commission  for  the  Blind 
341  West  Washington  Street 
Boise,  Idaho  83707 


Helen  W.  Worden,  F:xecutive  Director 
Rhode  Island  Association  for  the  Blind 
1058  Broad  Street 
Providence,  Rhode  Island  02905 
(4  01)  941-5421 


Robert  Crouse,  Executive  Director 
Atlanta  Area  Services  for  the  Blind,  Inc. 
763  Peachtree  Street,  N.E. 

Atlanta,  Georgia  30308 
(404)  875-9011 
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OBSERVERS  AND  RESOURCE  PERSONS 


Gerald  Topitcer,  Research  Associate 
National  Accreditation  Council 
79  Madison  Avenue 
New  York,  New  York  10016 


George  (Buck)  Gillespie,  Chief 
Eastern  Blind  Rehabilitation  Center 
Veterans  Administration  Hospital 
West  Haven,  Connecticut  06516 
representing : 

American  Council  of  the  Blind 
818  18th  Street  N.W. 

Washington,  D.  C.  20006 


Don  E.  Garner 

National  Field  Service  Director 
Blinded  Veterans  Association 
1735  DeSales  Street  N.W. 
Washington,  D.  C.  20036 


Buddy  B.  Spivey 
Field  Representative 
Blinded  Veterans  Association 
VA  Regional  Office 
700  West  Capitol  Avenue 
Little  Rock,  Arkansas  72201 


James  Cashel 

National  Federation  of  the  Blind 

1346  Connecticut  Avenue  N.W.  -  Suite  212 

Washington,  D.  C.  20036 
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AMERICAN  FOUNDATION  FOR  THE  BLIND,  INC. 
National  Workshop  on  Rehabilitation  Centers 


Chase-Park  Plaza  Hotel 
St.  Louis,  Missouri 
May  19-22,  1975 


PROGRAM 


Monday  -  May  19 

1:30  p.m.  -  2:00  p.m.  Registration 

2:00  p.m.  -  3:00  p.m.  General  Session 


Presiding : 

J.  Albert  Asenjo,  Workshop 
Coordinator  and  Specialist 
in  Independent  Living 
American  Foundation  for  the 
Blind,  Inc. 

Welcome : 

Loyal  E.  Apple,  Executive  Director 
American  Foundation  for  the  Blind, 
Inc . 


Keynote  Address:  Douglas  C.  MacFarland,  Ph.D. 

Director,  Office  for  the  Blind 
and  Visually  Handicapped 

"Background  and  Goals" 

J.  Albert  Asenjo,  Workshop 
Coordinator 

3:00  p.m.  -  5:00  p.m.  Individual  Group  Sessions 


Committee  I:  DEFINITION  (description  of  a  rehabilitation  center) 

1.  Goals  and  purposes  of  a  rehabilitation  center 

for  the  blind. 

2.  Scope  of  services  and  activities  essential 

(including  pre  and  post  center  activities). 
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3.  Free-standing  or  non-free-standing  centers. 

4.  General  versus  specialized  centers. 

Committee  II:  STAFF  DEVELOPMENT 

1.  Recruitment,  selection,  orientation  and  indoctrination 

of  staff. 

2.  Team  building  or  team  development. 

3.  In-service  training  -  interdependence  of  professional 

discipl ines . 

4.  Training  programs  for  staff  resources. 

Committee  III:  CURRICULUM  IN  REHABILITATION  CENTERS 

1.  Subject  areas  in  clinical  services. 

2.  Measuring  outcome  (such  as  educational  objectives  with 

behavioral  criteria) . 

3.  Experimental  areas  (such  as  sensory  development, 

braille  speedreading). 

4.  Curriculum  focus. 

Committee  IV:  CLIENTS  AND  SERVICES 

1.  Legislative  review  for  entitlement  for  service. 

2.  Affirmative  action  plan  impact. 

3.  Recruitment  of  clients. 

4.  Responsibilities  of  centers  and  clients  after  the 

clients  leave  the  center. 

Committee  V:  PROGRAM  EVALUATION 

1.  Follow-up  on  program  affect. 
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2.  Identify  needs  and  goals  (how  do  you  know  what  you  are 

doing  is  what  you  should  be  doing). 

3.  Program  responsiveness  to  individual  need  (flexibility). 

4.  Role  of  consumers  in  program  evaluation. 

Committee  VI:  FUNDING  AND  PURCHASE  OF  SERVICES 

1.  Third  party  payments. 

2.  Federal  resources. 

3.  Foundations  and  service  organizations. 

4.  Fund  Drive. 


Committee  VII:  STANDARDS 

1.  Structure,  organization  and  administration. 


2.  Intake  procedure. 

3.  Services. 

4.  An  overview. 

5:30  p.m.  -  7:00  p.m. 

Tuesday  -  May  20 

9:00  a.m.  -  12:00  Noon 

2 : 00  p.m.  -  5:00  p.m. 


Reception 

Individual  Group  Sessions 
General  Session 


Pres iding : 

George  Magers  (Committee  Resource 
Person) 

Assistant  Director,  Office  for 
Blind  and  Visually  Handicapped 

Reoorts  of  Committees  I,  II  and  III 

A. 

Discussion 
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Wednesday  -  May  21 


9:00  a.m.  -  12:00  Noon  General  Session 


Pres iding : 

William  F.  Gallagher,  Director 
Program  Planning  Department 
American  Foundation  for  the 
Blind,  Inc. 

Reports  of  Committees  IV,  V,  VI 
and  VII 

Discussion 

2:00  p.m.  -  5:00  p.m.  Individual  Group  Sessions 
Thursday  -  May  22 

9:00  a.m.  -  12:00  Noon  General  Session 


Presiding : 

J.  Albert  Asenjo 
Workshop  Coordinator 

Final  Reports  of  the  7  Committees 

12:00  Noon  Adjournment 
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REHABILITATION  CENTERS  SERVING  BLIND  PERSONS 


While  the  following  list  of  rehabilitation  centers  for  the 
blind  in  the  United  States  is  as  comprehensive  as  possible,  there 
may  be  other  programs  that  can  be  defined  as  rehabilitation  cen¬ 
ters.  Users  of  this  list  must  also  be  aware  that  services  such 
as  rehabilitation  centers  are  not  static  in  terms  of  numbers. 

Thus  a  list  such  as  this  prepared  in  1975  may  be  out  of  date  in 
a  very  short  time.  New  rehabilitation  centers  may  be  started 
and  existing  ones  closed.  Others  may  change  in  terms  of  the 
populations  they  serve. 


Alabama 

Alabama  Institute  for  the  Deaf  and  Blind 
P.  0.  Drawer  17 
Talladega,  Alabama  35160 


Arkansas 

Arkansas  Enterprises  for  the  Blind 
(Southwest  Rehabilitation  Center) 
2811  Fair  Park  Boulevard 
Little  Rock,  Arkansas  72204 


California 

Orientation  Center  for  the  Blind 

400  Adams  Street 

Albany,  California  94706 

Veterans  Administration  Hospital 

(Western  Rehabilitation  Center  for  the  Blind) 

3801  Miranda  Avenue 

Palo  Alto,  California  94304 


Connecticut 


Veterans  Administration  Hospital 

(Eastern  Rehabilitation  Center  for  the  Blind) 

West  Spring  Street 

West  Haven,  Connecticut  06516 
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Washington,  D.  C. 


Columbia  Lighthouse  for  the  Blind,  Inc. 
2021  14th  Street,  N.W. 

Washington,  D.  C.  20009 


Florida 


Rehabilitation  Center  for  the  Blind 

1111  Willis  Street 

Daytona  Beach,  Florida  32314 


Georgia 

Atlanta  Area  Services  for  the  Blind,  Inc. 
763  Peachtree  Street  N.E. 

Atlanta,  Georgia  30308 

Warm  Springs  Rehabilitation  Center 
Warm  Springs,  Georgia  31830 


Illinois 


Chicago  Lighthouse  for  the  Blind 
1850  West  Roosevelt  Road 
Chicago,  Illinois  60608 

Illinois  Visually  Handicapped  Institute 
1151  South  Wood  Street 
Chicago,  Illinois  60612 

Veterans  Administration  Hospital 
Hines,  Illinois  60141 


Indiana 


The  Rehabilitation  Center 

Department  of  Services  to  the  Visually  Impaired 
702  Williams  Street 
Elkhart,  Indiana  46514 
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Iowa 


Iowa  Orientation  and  Adjustment  Center 

4th  and  Keosauqua 

Des  Moines,  Iowa  50309 


Kansas 


Kansas  Rehabilitation  Center  for  the  Blind 
2516  West  6th  Street 
Topeka,  Kansas  66606 


Kentucky 

Kentucky  Rehabilitation  Center  for  the  Blind 
1900  Brownsboro  Road 
Louisville,  Kentucky  40206 


Massachusetts 


Carroll  Rehabilitation  Center  for  the  Visually  Impaired 

770  Centre  Street 

Newton,  Massachusetts  02158 


Michigan 


Blind  Services  Program 
Rehabilitation  Institute 
261  Mack  Boulevard 
Detroit,  Michigan  48201 

Michigan  Rehabilitation  Center 
1541  Oakland  Drive 
Kalamazoo,  Michigan  49001 


Minnesota 

Minneapolis  Regional  Rehabilitation  Center 
Minneapolis  Society  for  the  Blind,  Inc. 
1936  Lyndale  Avenue  South 
Minneapolis,  Minnesota  55403 
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Mississippi 


Addie  McBryde  Rehabilitation  Center  for  the  Blind 

P.  0.  Box  5314 

Jackson,  Mississippi  39216 


New  Jersey 


New  Jersey  State  Commission  for  the  Blind 
Adult  Training  Center 
1177  Broad  Street 
Newark,  New  Jersey  07107 


New  Mexico 


Alamagordo  Rehabilitation  and  Training  Center 
408  White  Sands  Boulevard 
Alamagordo,  New  Mexico  88310 


New  York 


Center  for  Independent  Living 

321  East  15th  Street 

New  York,  New  York  10003 

Industrial  Home  for  the  Blind  Rehabilitation  Center 

2020  Jericho  Turnpike 

New  Hyde  Park,  New  York  11040 

The  Jewish  Guild  for  the  Blind 

15  West  65th  Street 

New  York,  New  York  10023 

The  Lighthouse  Training  Center 

111  East  59th  Street 

New  York,  New  York  10022 

Meyer  Memorial  Hospital  Rehabilitation  Center 
162  Grider 

Buffalo,  New  York  14215 

Rehabilitation  Center  of  the  Albany  Association  for  the  Blind 
301  Washington  Avenue 
Albany,  New  York  12206 
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North  Carolina 


Rehabilitation  Center  for  the  Blind 
P.  0.  Box  33 

Butner,  North  Carolina  27507 


Ohio 


Cleveland  Society  for  the  Blind  Rehabilitation  Center 
1909  East  101st  Street 
Cleveland,  Ohio  44106 

William  A.  Procter  Rehabilitation  Center 
Clovernook  Home  and  School  for  the  Blind 
7000  Hamilton  Avenue 
Cincinnati,  Ohio  45231 

Vision  Center  of  Central  Ohio 
1393  North  High  Street 
Columbus,  Ohio  43201 


Pennsylvania 

Greater  Pittsburgh  Guild  for  the  Blind 

311  Station  Street 

Bridgeville,  Pennsylvania  15017 

The  Rehabilitation  Center 
227  West  IJpsal  Street 
Philadelphia,  Pennsylvania  19104 


South  Dakota 


South  Dakota  Rehabilitation  Center  for  the  Blind 

800  West  Avenue  North 

Sioux  Falls,  South  Dakota  57102 


Texas 


Criss  Cole  Rehabilitation  Center 
4800  North  Lamar 
Austin,  Texas  78756 
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Virginia 


Virginia  Rehabilitation  Center  for  the  Blind 
41  Azalea  Avenue 
Richmond,  Virginia  33227 


Washington 

Northwest  Regional  Rehabilitation  Center 
35th  and  Alaska  Streets 
Seattle,  Washington  98118 


West  Virginia 


Rehabilitation  Center  and  Workshop  and  Homebound  Industries  Center 
P  G  Building 
Charleston,  West  Virginia 
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